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ABSTRACT 
SEX-TYPING AND ELEMENTS OF LEADERSHIP 
AMONG STAFF NURSES 
May, 1986 
Carol M. Seavor, B.S., Fitchburg State College 
M.S., Boston University. 
Ed.D., University of Massachusetts 
Directed by: Dr. Robert L. Sinclair 
Although research shows that nurses are dissatisfied 
with conditions in work environments, they generally do not 
initiate behaviors that could produce change. Reasons for 
this lack of initiating or leadership behaviors among nurses 
are unclear. The purpose of this study was to explore the 
phenomenon of sex-typing among nurses and to investigate the 
relationship between sex-typing and some elements of 
leadership behavior. 
Specifically, the following research question and two 
hypotheses directed the study. 
Research Question I. What is the nature of the 
distribution among female nurses who practice in five 
\ general hospitals in Massachusetts of the four sex-type 
groups as determined by the Bern Sex-Role Inventory? 
Null Hypothesis I. There are no significant 
differences among the four sex-type groups of female 
nurses practicing in five hospitals in Massachusetts 
and their identification of problems in the work 
setting that hinder their effectiveness in providing 
optimal services to clients. 
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Null Hypothesis II. There are no significant differ¬ 
ences among the four sex-type groups of female nurses 
practicing in five hospitals in eastern Massachusetts 
and their perception that staff nurses should initiate 
action necessary to solve the problems identified that 
hinder their effectiveness in providing optimal ser¬ 
vices to clients. 
Data collection included a mailed survey and personal 
interviews using the Bern Sex-Role Inventory, (BSRI) and the 
Practice Environment Inventory (PEI). The BSRI identified 
sex-type and the PEI identified perceptions about problems 
in work environments and problem solving initiators. Chi 
square tests were computed to compare the distribution of 
sex-type of the sample to others and Analysis of Variance 
Procedures were used to test the relationship between 
sex-type and 1) numbers of problems identified in work 
settings, 2) number of times staff nurse was named as the 
appropriate person to initiate action. 
The results showed no significant differences between 
the sample's distribution of sex-type and two others to 
which it was compared. Further, no significant 
relationships were found between sex-type and numbers of 
problems or choice of problem solving initiator. 
Data also showed that nurses recognize the need for 
change and think that nurses should respond. 
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CHAPTER I 
INTRODUCTION 
Hospital Care in the United States is in a state of 
transition and in the opinion of some, in a state of crisis 
(Sobel, 1976). Consumers want more and better services for 
less money. They want more respect, more accountability and 
more personalized care from their health care professionals 
(Knowles, 1977). Hospitals, however, are bureaucracies that 
operate on the utilitarian principle of structuring service 
so that the greatest good for the greatest number will be 
achieved (Thompson, 1982). The emphasis is on short 
hospital stays, quick cure and cost containment. Given this 
emphasis, one can understand why consumers may complain 
about depersonalization in the hospital system. Senator 
Edward M. Kennedy (D, Mass.) told the Senate, January 18, 
1975 that the whole process is geared more to responding to 
the patient for a specific disease than to viewing the 
patient as a whole with the intention of preventing disease 
and keeping him well...(Sobel, 1976). It seems that 
hospitals need to begin to broaden perspectives to deliver 
more comprehensive care and it is this author's opinion that 
nurses can make a major contribution to that change process. 
Professional nurses are familiar with the needs of 
clients. They are closest to, and spend more time with 
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clients than any other health care professional. Further, 
nurses are educated to view clients not as "cases" but as 
persons who are adapting to stress and who have mul¬ 
ti-dimensional needs. Nurses are taught that the needs 
experienced by the sick or injured transcend those 
associated exclusively with their defined medical problem. 
Hospital policy makers are concerned primarily with treating 
the narrowly defined diagnosis that precipitated the 
hospitalization, while nurses strive to help clients cope 
with needs which may include physical, psychological, 
emotional, spiritual, cultural, or social and that may or 
may not be addressed by the attending physician. 
If nurses were included in shaping policy in hospitals 
with greater consistency, policies could evolve that would 
retain the essential elements of utilitarianism as well as 
allow for conditions that would help to personalize and 
humanize hospital care. 
Unfortunately, however, nurses seldom have the 
opportunity to effect policy decisions that concern 
functioning of hospitals. Although seventy-five percent of 
nurses are employed in hospitals (Thompson, 1982) nurses 
have no input into formulation of accreditation criteria 
used by the Joint Commission of Accreditation of Hospitals 
(JCAH) . The JCAH is a creation of the American Medical 
Association and the American Hospital Association Some 
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seats are allocated to the American College of Surgeons, the 
American College of Physicians and even the American Dental 
Association. There are no official delegates from the 
largest body of professionals who in fact constitute 
forty-six percent of the personnel in the institutions that 
the JCAH monitors (Styles, 1983). 
If nurses are to become involved in shaping hospital 
care-giving environments in hospitals they must be the 
initiators. Given the present power structure of most 
hospitals it is unlikely that nurses will be invited to 
participate. Nurses must convince the present power holders 
that nursing knowledge and input should be utilized to 
better serve consumers of health care. They must initiate 
action if they are to make their voices heard. 
However, given the conditions under which nurses 
develop and practice it may not be reasonable to expect 
nurses to initiate change producing behaviors. 
Nurses may not be ready, able, or have a desire to 
engage in leadership behaviors. First and foremost, nursing 
is without question a "woman's profession" and it follows 
that most nurses have been socialized to internalize the 
traditional feminine mores of the culture. It seems reason¬ 
able then to postulate that most practicing nurses have been 
encouraged to adopt the feminine, expressive personality 
characteristics associated with caring, nurturing, and 
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dependence rather than the initiating behaviors and charact¬ 
eristics associated with stereotyped masculine traits such 
as confrontation, achievement, leadership, and independence. 
Second, since the role of nurse clearly embodys caring and 
nurturing qualities it seems logical to assume that women 
attracted to the profession would be those who identify more 
closely with stereotyped feminine qualities than those who 
hold non-stereotyped more initiating characteristics. 
Third, seventy-two percent of the nurses practicing in 
Massachusetts were educated in hospital diploma schools of 
nursing (Status Reporton Nursing, 1979). It is well 
documented that educational environments in those schools 
were authoritarian and paternalistic in nature (Ashley, 
1976; Dolan, 1983; Grissum and Spengler, 1976). It is 
likely that traditional gender-typed role behaviors were 
reinforced in the hospital school environments, thus adding 
another layer of influence to support the premise that 
perhaps nurses have been socialized to adopt stereotyped 
feminine personality characteristics while rejecting the 
stereotyped male characteristics of autonomy and independ- 
ence culturally ascribed to males. A fourth and final 
factor cannot be overlooked: The nurses under study are 
those practicing in hospitals. Hospitals are bureaucra 
institutions traditionally controlled by physicians and 
hospital administrators and organized by authoritarian 
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policies that often conflict with the professional role 
components of autonomy and independent decision making 
(Grissum and Spengler, 1976). 
If nurses identify predominantly with the stereotyped 
associated gender personality characteristics then it may be 
unrealistic to expect them to readily adopt skills that they 
have been socialized to believe lie outside appropriate 
feminine role behaviors. If so, they may need help in 
re-defining role behaviors so that the integration of 
leadership skills can be seen as consistent with nurturing 
skills. Nurses then could be effective in two arenas: 
"caring" for the client and "creating change" within 
institutions so that clients could be better served. These 
two sets of skills have heretofore been categorized in our 
society as "feminine" and "masculine". The cultural 
assignment of behaviors into gender appropriate categories 
and the subsequent adoption of role appropriate behaviors 
has been labeled by psychologists as sex-typing (Bern, 1981; 
Kagan, 1964; Kohlberg, 1966). Sex-typing is thought to 
occur as a result of the socialization process. If 
sex-typing is prevalent among nurses it may be a factor that 
is related to the apparent lack of leadership activity and 
if so, should be of interest to educators and others who 
have expectations of nurses' behaviors. 
This study will explore the status of sex-typing among 
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nurses and examine the relationship of this phenomenon to 
the leadership behavior and change initiating activities of 
nurses in hospitals. 
Statement of Purpose 
The purpose of the study is to determine if there is an 
association between sex-typed personality characteristics of 
practicing nurses and (a) their identification of problems 
in the work setting that hinder effective care giving and 
(b) their perceived responsibility for initiating action to 
solve problems in the work setting that interfere with 
delivering the highest quality service to clients. First, 
the researcher will determine the sex-typed personality 
characteristics of nurses practicing in hospital settings. 
Second, the association between sex-typed personality 
characteristics and identification of problems that hinder 
effectiveness in work settings will be analyzed. Finally, 
the association between sex-typed personality characteris¬ 
tics and perceptions of responsibility for providing leader¬ 
ship to change conditions in hospitals that hinder delivery 
of optimal care will be analyzed. Specifically the study 
will answer one research question and will test the follow¬ 
ing two hypotheses: 
7 
Research Question I. What is the nature of the distri¬ 
bution among female nurses who practice in five general 
hospitals in Massachusetts of the four sex-type groups 
as determined by the Bern Sex-Role Inventory? 
Null Hypothesis I. There are no significant 
differences among the four sex-type groups of female 
nurses practicing in five hospitals in eastern 
Massachusetts and their identification of problems in 
the work setting (as measured by the Practice 
Environment Inventory) that hinder their effectiveness 
in providing optimal services to clients. 
Null Hypothesis II. There are no significant 
differences among the four sex-type groups of female 
nurses practicing in five hospitals in eastern 
Massachusetts and their perception that staff nurses 
should initiate action necessary to solve the problems 
identified that hinder their effectiveness in providing 
optimal services to clients. 
Meaning of Terms 
Following are definitions of key terms that are central 
to the present study: 
Sex-Typed personality characteristics. Refers to 
attributes that individuals choose to describe them¬ 
selves that are culturally associated with gender. In 
this study these characteristics are measured by the 
Bern Sex Role Inventory (BSRI) a paper and pencil 
self-report instrument that asks the respondent to 
indicate how well each of sixty attributes describes 
himself or herself. Twenty of the attributes reflect 
the cultures' definition of masculinity (e.g., asser- 
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tive, independent), twenty reflect the cultures' 
definition of femininity (e.g., tender, understanding), 
and twenty are neutral and serve as filler. Scores 
fall into one of four categories designated masculine, 
feminine, androgynous or undifferentiated. 
Practicing Nurses. Female, registered nurses who are 
employed full time in a general hospital in Eastern 
Massachusetts and whose primary responsibilities 
include direct patient care, and are generally referred 
to as staff nurses. 
General Hospital. Hospitals registered by the American 
Hospital Association (AHA) and which meet their 
requirements (AHA Manual, 1983 , p. A6) . The primary 
function of the institution is to provide diagnostic 
and therapeutic patient services for a variety of 
medical conditions, both surgical and non-surgical. 
Identification of problems in the work setting that 
hinder effectiveness: Refers to any condition that 
nurses identify as a problem that hinders effectiveness 
in providing optimal nursing care. 
Perceived responsibility to provide leadership. Refers 
to any instance in which nurses believe that staff 
nurses should initiate change producing behavior to 
work toward a solution to the problem identified. 
Optimal services: Refers to the level of service that 
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nurses believe clients would receive if no problems 
were present in the work environment to interfere with 
delivery of care. 
Significance of the Study 
The study is significant because it can provide insight 
into factors that may be contributing to consumers being 
deprived of valuable contributions nurses have to make to 
the health care delivery system. It is possible that nurses 
are being limited by the process of sex-typing which limits 
their ability to identify and take responsibility for 
eliminating conditions that hinder effective care giving. 
If this is so, then an important source of input for health 
care improvement is being lost. Nurses are the closest 
professional care-giver to clients and if their expertise is 
under-utilized or limited to narrow contexts then consumers 
are being under-served. This study can help to clarify the 
extent of that process and can stimulate ideas and energy to 
initiate ways to re-vitalize health care environments so 
that the clients can be better served. 
The nursing profession is said to be in transition. 
Nurses are being pressured to learn many new and varied 
skills, technologies and specialties. Controversies are 
common among educators as to what must be considered 
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essential basic education and what is non-essential at the 
baccalaureate level. Nursing educators struggle with time 
constraints as they strive to include the fundamental 
concepts when designing curricula for nurses to meet 
societies* changing needs. If new insight can be gained 
about variables that affect students' learning of 
leadership, then time and energy may be saved in the 
educational process and more effective learning may ensue. 
In order for educators to plan quality curricula and plan 
methodologies to help nurses add a leadership dimension to 
their caring skills they must thoroughly understand the 
aptitude, readiness and abilities of students. This study 
can enlighten educators to barriers to learning leadership, 
specifically to those barriers that may have been culturally 
taught and internalized by women who have chosen nursing as 
a career. If evidence for culturally imposed barriers to 
learning exist then educators can utilize the information to 
design curricula that will address re—socialization and 
re-definition of nurses' and womens' roles so that 
leadership competencies can be integrated and nurturing 
skills can be preserved. 
Further value can be realized from this study because 
it provides information that can be used for recruitment of 
students for the nursing profession. Greater understanding 
differences among nurses' characteristics 
of similarities or 
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could assist educators with decisions concerned with 
attracting and accepting students to nursing programs. 
Students with a wider variety of characteristics may be 
considered so that learning and practice environments could 
be enriched. 
Little attention has been given in nursing literature 
to the fact that nursing is affected by and reflects the 
position of women in our society. One author puts it this 
way: "Nursing represents the epitome of the position of the 
female in American society" (Lieb, 1978, p. 76). Insight 
gained in this area could have a significant impact due to 
the timeliness of the subject in society at large. Greater 
awareness among nurses about socialization, sex-typing, and 
its association with nurses' practice could serve as a 
unifying force to empower the profession to create positive 
change for consumers. 
Finally, the study could serve as an impetus for other 
research that could test associations between sex-typing and 
other dimensions of practices that are traditionally associ¬ 
ated with male skills such as competition, team work, 
conflict resolution, organizational skills, mathematics 
ability, research ability, certain psycho-motor skills, and 
working with machines. 
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Delimitations of the Study 
Leadership is a well studied but elusive concept. 
Multiple variables have been identified as keys to under¬ 
standing the leadership process. Individual leaders' quali¬ 
ties, the nature of followers, the situation, and the 
environment are some of the major contexts that researchers 
have addressed. Styles of leaders, motivational theories, 
power issues, management techniques, change theories, 
communication techniques, and reward and punishment are 
among the myriad of concepts that have been studied by 
social scientists in the quest to illuminate the components 
of effective leadership. 
Although innumerable approaches may be relevant, this 
study will be confined to the examination of some particular 
individual qualities that may be related to leadership. The 
individual qualities under study are further delimited to 
those that determine sex-type and theorized by Bern (1981) to 
be culturally determined. Sex-type and its association with 
some elements of leadership is the focus of the study. The 
elements addressed are defined as problem identification and 
perception that staff nurses are responsible for initiating 
action to solve the problems. 
Further, since women comprise 97 percent of the nurse 
population the study is focused on women. Therefore, the 
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implications will not be generalized to men and men will not 
be included in the study. 
An additional philosophical position should be clari¬ 
fied. Sex-typing by definition incorporates the process of 
labeling certain personal traits as "masculine" or "femi¬ 
nine". The traits have no inherent gender orientation, the 
categorization reflects societies' assignment of the traits 
as more characteristic of a male or female. This study does 
not support this sexist process but does acknowledge the 
process as a reality. It is from that assumption that the 
question of an association of sex-type and its possible 
relationship to the learning of leadership is raised. 
Work settings of practicing nurses are delimited in 
this study to those areas where most nurses are employed, 
namely, general hospitals. Further delimitations of the 
work setting are identified to exclude settings that demand 
high stress, crisis oriented practice such as intensive care 
units, emergency units, operating rooms, and psychiatric 
care units. Practice settings that would attract a more 
independent style of nursing such as community health 
settings are also excluded. The nurses under study are 
those practicing in hospital units with primary 
responsibility for the direct care of clients. These units 
are traditionally described as medical, surgical, 
orthopedic, maternity, gerontology, and pediatrics. 
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Nurses who work part-time are not included since it is 
possible that part-time employment may be associated with 
limited professional commitment that may translate to 
limited interest in problem identification or limited 
interest in leadership involvement in the work setting. 
Although leadership and nursing are complex phenomena 
involving many variables, this study will explore the 
association of sex-type, and elements of leadership among 
nurses who practice in patient care units of general hospi¬ 
tals in Eastern Massachusetts. 
Brief Description of the Study 
This study was descriptive in design and examined 
associations among sex-type, problem identification and 
perceived responsibility for initiating action to solve 
problems. Nurses were randomly chosen from all staff nurses 
at their respective hospitals and invited to complete a 
questionnaire that identified their sex-type, the problems 
they described in hospital practice environments and their 
perceptions of who on the health care team, re^sponsib-l^ 
for- initiating action to solve the problems identified. 
In this introductory chapter some justification for the 
need for an investigation between sex-type and leadership or 
change initiating behaviors was established. A research t li . 
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question and two hypotheses were delineated to guide the 
study, and the significance and delimitations were 
developed. The details of the research methods are 
presented in Chapter III which include the design of the 
study; the sampling procedure; instrumentation; and methods 
of data collection and analysis. 
The next chapter reviews selected literature to 
theoretically support the study. The major areas of 
interest are: the theories of sex-typing; the socialization 
of women and the socialization of nurses as they relate to 
development of leadership and change initiating behaviors. 
CHAPTER II 
REVIEW OF THE LITERATURE 
Introduction 
The purpose of this chapter is to establish a 
conceptual and empirical basis for the study. The 
literature review includes the psychological theories of 
sex-typing and establishes a relationship between 
sex-typing, socialization and nurses' propensity to engage 
in activities related to independent behaviors and 
leadership. The review is organized into three interrelated 
sections: 
1. The theories of sex-typing with the major emphasis 
on gender-schema theory. 
2. The socialization of women related to the 
development of independence and associated 
behaviors. 
3. The socialization of nurses related to the 
development of independence and associated 
behaviors. 
16 
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Theories of Sex-typing 
As every parent and educator knows, male and female children 
become "masculine" and "feminine" respectively at a very 
early age. The acquisition of sex-appropriate preferences, 
skills, personality attributes, behaviors, and self concepts 
is typically referred to within psychology as the process of 
sex-typing. 
Several major theorists have offered explanations for 
the process by which the developing child comes to match the 
blueprint template defined as sex-appropriate by his or her 
culture (Freud, 1959; Kohlberg, 1966; Kagan, 1964; Bern, 
1981) Psychoanalytic, social learning, cognitive 
developmental and gender schema theories have all been 
postulated as explanations for the process of sex-typing. 
The first three will be briefly presented and the fourth 
will be developed in more detail since it is central to the 
theme of the study. 
Freud (1959) was the first psychologist to discuss how 
male and female are transmitted into masculine and feminine 
persons. His psychoanalytic theory emphasized the child s 
identification with the same-sex parent as the primary 
mechanism whereby children become sex typed. This 
identification, according to Freud, results from the child's 
discovery of genital sex differences which is followed by 
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penis envy and castration anxiety followed by the successful 
resolution of the Oedipus conflict (Freud, 1959; 
Bronfenbrenner, 1960). The psychonalytic theory of 
sex-typing, although the first and most well known, is no 
longer universally accepted by research psychologists. 
Freud's anatomy-is-destiny view and other elements of his 
theory have been questioned due to a reported lack of 
empirical evidence (Kohlberg, 1966; Weisstein, 1971, Maccoby 
& Jacklin, 1974; McConaghy, 1979). 
Social learning theory, in contrast, purports that 
children develop their sex-type identification through the 
process of receiving rewards and punishments for 
sex-appropriate and sex-inappropriate behaviors. The theory 
also asserts that the vicarious learning that observation 
and modeling can provide also teaches sex-appropriate and 
inappropriate behaviors (Mischel, 1970). The socializing 
community then is identified as the mechanism by which 
sex-typing occurs as the individual incorporates the 
sex-differentiated practices of the culture. Bern (1981) 
questions the veracity of social learning theory because it 
treats the child as a passive recipient of environmental 
forces rather than an active agent who strives to organize, 
process and interpret societies rules and thereby to 
comprehend the vast array of information in his or her world 
(p. 601). 
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Cognitive-developmental theory focuses almost 
exclusively on the child as the primary agent of her or his 
own sex-role socialization, a focus reflecting the theories' 
basic assumption that sex-typing follows naturally and 
inevitably from universal principles of cognitive 
development. As children work actively to comprehend their 
social world, they inevitably "label" themselves male or 
female - and determine that there are males and females in 
the environment. Given the cognitive motivational 
properties of the self, the child moves toward others like 
themselves and away from those considered different. That 
is, it is the child who realizes what gender he or she is, 
and in what behaviors he or she should engage" (Lewis and 
Brooks-Gunn, 1979, p. 270). Put another way "Basic 
self-categorizations determine basic valuings. Once the boy 
has stably identified himself as male, he then values 
positively those objects and acts consistent with his gender 
identity" (Kohlberg, 1966, p. 89). 
Gender schema theory developed more recently by Bern 
(1981), contains features of both the cognitive-develop¬ 
mental and the social learning accounts of sex-typing. Bern 
proposes that sex-typing derives in large measure from 
gender-schematic processing, from a generalized readiness on 
the part of the child to encode and to organize information 
- including information about the self - according to the 
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culture's definitions of maleness and femaleness (Bern, 1984, 
P* 10)• The assumption is that, like cognitive develop¬ 
mental theory, sex-typing is mediated by the child's own 
cognitive processing. It is also assumed that the process¬ 
ing is itself derived or based on the sex-differentiated 
practices that are learned from the social community. Since 
it is a learned phenomenon, it is neither inevitable or 
unmodifiable (Bern, 1984, p. 10). 
Gender schema theory is an application of general 
schema theories which construe perception as a constructive 
and evolving process in which the interaction between 
incoming information and an individual's preexisting schema 
determine what is perceived. (Neisser, 1976; Taylor and 
Crocker, 19 81) . Thus the schema functions as an anticipa¬ 
tory structure which is highly selective and allows the 
sorting of information into categories and in the case of 
gender-schema the categories utilized are "masculine" and 
"feminine." As children learn the contents of their 
society's gender schema they learn which attributes are to 
be linked with their own sex and, hence, with themselves 
(Bern, 198 4 , p. 13). 
This schema processing subtly works to exclude the 
possibility of including attributes of the opposite sex into 
one's sense of self. Bern (1984) explains this phenomena: 
This does not simply entail learning the defined 
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relationship between each sex and each dimension 
or attribute—that boys are to be strong and girls 
weak, for example—but involves the deeper lesson 
that the dimensions themselves are differentially 
applicable to the two sexes. Thus the strong-weak 
dimension itself is absent from the schema to be 
applied to girls just as the dimension of 
nurturance is implicitly omitted from the schema 
to be applied to boys. Adults in the child's 
world rarely notice or remark upon how strong a 
little girl is becoming or how nurturant a little 
boy is becoming, despite their readiness to note, 
precisely these attributes in the "appropriate" 
sex. The child learns to apply this same 
schematic selectivity to the self, to choose from 
among the many possible dimensions of human 
personality only that subset defined as applicable 
to his or her own sex and thereby eligible for 
organizing the diverse contents of the self 
concept. Thus do children's self-concepts become 
sex-typed, and thus do the sexes become, in their 
own eyes, not only different in degree but 
different in kind (p. 13). 
Thus the child learns to regulate behavior so that it 
conforms to cultural definitions of femaleness and maleness. 
The gender schema becomes a prescriptive standard or guide 
and self esteem becomes its captive. Cultural myths become 
self-fulfilling prophecies and gender differences emerge. 
It should be noted here that Bern does not assert that 
all persons are sex-typed, but that those who are, utilize 
the gender schema process to take in information. The 
theory does not ignore or deny that there are biological 
differences that exist in reality between the sexes. The 
theses espoused however, is that cultural norms create 
greater differences in masculine and feminine roles than is 
necessary or healthy in our culture. Sandra Bern expresses 
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this concept clearly and concisely in a recent 1984 publica¬ 
tion: 
...insofar as possible, we should let the distribu¬ 
tion of activities and roles across males and 
females reflect nothing but biology. That is, we 
should try to arrange our social institutions so 
that they do not themselves diminish the full 
range of individual differences that would other¬ 
wise exist within each sex. If, under those 
conditions, it turns out that more men than women 
become engineers or that more women than men 
decide to stay at home with their children, I'll 
live happily with those sex differences as well as 
with any others that emerge. But I am willing to 
bet that sex differences that emerge under those 
conditions will not be nearly as large or as 
diverse as the ones that currently exist in our 
society, (p. 2). 
To summarize, gender schema theory proposes that sex-typed 
individuals spontaneously organize information (including 
information about the self) into gender specific categories 
and that sex-typed persons engage in gender stereotyped 
behavior to a greater extent than non sex—typed individuals. 
Several studies are reported that empirically test the 
tenets of gender schema theory. Bern (1981) reports on a 
dissertation done by Girvin (1978) that tested sex-typed 
individuals' readiness to decide on the basis of gender 
which personality attributes were associated with their self 
concepts and which were not. Forty-eight male and 
forty-eight female subjects were asked to respond to each of 
sixty words that were projected on a screen and to push a 
button signifying "me" or "not me" to indicate if the word 
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was self descriptive or not. The result of the study showed 
that sex-typed subjects were significantly faster than 
non—sex—typed persons when endorsing sex-appropriate 
attributes and rejecting sex-inappropriate attributes. Thus 
the study supported the gender schema tenet that sex-typed 
persons spontaneously identify themselves with 
sex-appropriate characteristics and do not go through the 
time-consuming process of recalling behavioral evidence and 
judging whether the evidence warrants an affirmative answer 
(Bern 1984). Two other similar studies are reported by 
Markus, Crane, Bernstein, and Siladi (1982) and by Mills 
(1983) which replicate the findings reported by Bern. 
Other recent empirical studies seem to support gender 
schema theory's basic contention that sex-typing is derived 
from gender-schema processing. One study reported by Bern 
(1981) tested the ability to recall sex-linked words with 
forty-eight male and forty-eight female subjects who had 
been classified as sex-typed or non-sex-typed on the Bern Sex 
Role Inventory. The results indicated that, although 
sex-typed and non-sex-typed individuals recalled equal 
numbers of items overall, sex-typed individuals recalled 
significantly more sequences or clusters of feminine items 
and masculine items than the non-sex-typed individuals. 
Thinking of one feminine (or masculine) item seemed to 
enhance the probability of thinking of another thereby 
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reflecting that the items were linked in memory. The 
results supported gender schema theory's claim that 
sex-typed individuals have a greater readiness than do 
non-sex-typed individuals to encode information in terms of 
sex gender associations that constitute the gender schema. 
Investigations that address the second major tenet, 
that sex-typed individuals engage primarily in gender 
stereotyped behavior are also reported in the literature. 
Bern and Lenney (1976) tested whether sex-typed individuals 
actively avoid activities just because those activities 
happen to be stereotyped as more appropriate for the other 
sex. Ninety-two undergraduates were asked to be 
photographed while engaging in many different activities. 
The activities were designed to represent both neutral and 
gender specific activities. The stage was set to make all 
subjects comfortable, anonymous and to minimize 
embarrassment. The results of the study support that 
sex-typed individuals are significantly more likely to 
choose behaviors that are consistent with their own gender 
than non sex—typed individuals. Two other inquiries (Lippa, 
1978; La France, 1981) examined the relationship between 
sex-type and non-verbal communication behaviors. Result 
indicated that sex-typed individuals were significantly more 
likely to exaggerate gender congruent behaviors and avoid 
gender incongruent behaviors than non-sex-typed subjects. 
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order to explore the relationship between sex-type 
an<^ the more complex social behaviors of nurturance and 
independence, three more studies are reported. In two 
nurturance studies, undergraduate college students 
interacted with a human baby for ten minutes while being 
observed through a one way mirror. In another, a situation 
was contrived so that subjects were instructed to listen to 
a lonely transfer student while researchers secretly 
listened for supportive and nurturant responses. In a study 
of independence , four males and four females were asked to 
rate cartoons for funniness. Observations were made of 
responses when subjects were last to be called upon after 
everyone else had given a pre-programmed false response. 
Pressure to conform to the norm was staged and tendency to 
resist the peer pressure was noted and related to sex-type. 
Feminine subjects in all three studies were high in 
nurtrance, low in independence and more likely to conform. 
These several studies support the tenet that sex-typed 
individuals behave in sex-appropriate ways and they seem 
especially motivated to avoid gender inappropriate 
behaviors. 
Independence, leadership, autonomy and similar concepts 
have traditionally been ascribed to males in our society and 
the behaviors associated with these concepts have been 
culturally labeled as predominantly masculine behaviors. 
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Since gender schema theory purports to predict and 
explain motivation for, and manifestations of, gender 
stereotyped behaviors and nurses are thought to personify 
stereotyped feminine values and behaviors, then examination 
of sex-typing among nurses seems a logical extension of the 
review. 
Further, an examination of the social contexts to which 
nurses have been exposed should help to logically connect 
sex-typing, nurses, and tendency to avoid independent 
behaviors. 
Socialization Process of Women in America 
As supported in the previous studies, social contexts 
and cultural expectations are thought to be clear determi¬ 
nants of behavior. The socialization process in American 
society has been described as different for boys than girls 
and therefore it is not surprising that boys and girls 
develop different behaviors as they adapt to their social 
milieu. Chodorow (1971) cites several early studies that 
suggest that sex-role behavioral differences are a function 
of socialization rather than the results of absolute personal¬ 
ity differences between men and women (Mead, 1949; Barry, 
Bacon, & Child, 1957, 1959: D'Andrade, 1966). 
The classic studies conducted by Margaret Mead (1949) 
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in the Pacific describe cultures that have widely varying 
modes of behavior for their males and females. She reports 
societies in which both men and women are gentle and 
unaggressive (the Arapesh); in which women dislike 
childbearing and children of both sexes are angry and 
aggressive (the Mundugumor). She also describes cultures in 
which women are unadorned, brisk and efficient, whether in 
childrearing, fishing, or marketing, while men are decorated 
and vain, interested in art, theatre, and petty gossip (the 
Tchambule) and cultures in which adult sex roles follow 
conventional expectations, but both boys and girls are 
initially raised alike—to be alternately gentle and 
nurturant or assertive. Mead's work supports the tenet 
expressed in sociology that cultures emphasize and reinforce 
behavior according to many sorts of criteria. Although one 
culture may have different expectations for male and female 
behavior the criteria of differentiation may bear no 
relation to the criteria of differentiation utilized in 
other cultures. Although variance exists, the common 
denominator among cultures for developing acceptable roles 
for men and women is attributed to the natural ability of 
women to bear and nurse children. Most sociologists agree 
that roles tend to evolve from that fact and explains why 
work, and economic patterns have developed that assign women 
to be involved in activities that revolve around home and 
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child rearing, while men attend to those activities that are 
performed at a distance from the children and home. 
One can speculate that old patterns may persist even 
though a society may have long ago revised the conditions 
that once necessitated earlier roles and functions. 
The next section will examine some processes in the 
culture that socialize men to be masculine and women to be 
feminine. Spheres of social influence to which almost 
everyone is exposed over the course of life will be 
addressed. Specifically the family, the educational system 
and the work place in American Society will be explored. 
Socialization in the Family 
Most families teach little girls to be dependent and 
little boys to be independent in explicit and implicit ways. 
Although girl infants begin life with a developmental edge 
on verbal, perceptual and cognitive abilities, their 
progress does not evolve in that direction. Eleanor 
Maccoby, a Stanford psychologist explains this phenomenon to 
be a consequence of whether or how soon a girl is encouraged 
to assume initiative, to take responsibility for herself and 
solve problems for herself rather than relying on others 
(Maccoby, 1966) . 
Other researchers also indicate that sex role 
socialization begins before the child is aware of sexual 
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identity and it seems that cultural assumptions about what 
is natural for a boy or a girl is so deeply ingrained that 
parents may treat their children differently without being 
aware of it" (Weitzman, 1982, p. 22). 
In one investigation the parents of fifteen girls and 
fifteen boys were interviewed within twenty-four hours of 
their babies births. Infants of about the same size, weight 
and good health were involved in the study. It was found 
that fathers were significantly more likely to think of the 
infant girls as smaller , weaker and less hardy than the 
equally healthy infant boys (Rubin, Provenzano, and Luria, 
1974) . 
Another example of differential treatment was seen in 
the "Baby Experiment." One group of adults was told that a 
seven month old baby girl was a boy and a second group was 
told the baby was a girl. They selected six appropriate 
toys for the child to play with. A third group of adults 
was not told any gender for the baby. All decided on a 
gender and found some supporting evidence for their 
judgement. Only thirty percent guessed correctly. The 
implication was that adults seem to need to know how to 
treat a child, rather than watching to see what the baby 
likes and treating it as an individual (Seavey, 1975). 
It seems also that girl babies learn that help comes 
quickly if they make their needs known loud and clear to 
mother and mothers of girls learn that crying will stop if 
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comfort is quickly offered. The opposite is true with boy 
k^kies mother doesn't run as often and he doesn't get the 
message reinforced that help is just a distress - call away. 
Lois Hoffman presents this comparative data in a comprehen¬ 
sive overview of field studies she conducted to investigate 
how infant girls and infant boys are treated and responded 
to by mothers (Hoffman, 1972). Hoffman concludes that the 
process of switching to an independent mode begins in boys 
by about age two. During the next three years they gradual¬ 
ly wean themselves from their need for outside approval and 
begin developing independent criteria for feeling good about 
themselves. Bardwick and Douvan (1971) concur that most 
boys have accomplished this vital step in the maturation 
process before the age of five. 
Goldberg and Lewis (1969) reported earlier but similar 
findings, they state that "little girls clung to, looked at, 
and talked to their mothers more often than little boys. 
"The behavioral differences however were linked to earlier 
differential treatment by their mothers since the babies and 
mothers had been systematically observed by researchers when 
the babies were 6 months old (Kagan & Lewis, 1965). 
To summarize, it is thought that girls are prevented 
from integrating independence into their sense of self 
because the way is made too easy for them. They are 
overprotected, overhelped and taught that all they have to 
31 
do to keep the help coming is to be "good." Although this 
may sound like an appropriate response of any infant the 
difference is found in what is considered "good" in little 
is apt to be considered unacceptable or inappropriate 
for little boys. Boys are not rewarded for being timid and 
hypercautious. Boys are not considered cute or charming 
when they ask for help. Boys are not hugged or protected 
when they are afraid. They are more apt to be considered 
"sissyish" if they are not quickly steered toward taking 
care of themselves. In contrast, being quiet and well 
behaved and depending on others for help and support are 
thought to be natural in girls. The same behavior in little 
boys is more apt to become cause for concern. 
Socialization within the educational system 
Schools are structured institutions most of which 
require conformity and adherence to rules. Schools are 
generally comfortable places for conforming females to be. 
The course content and the personal conduct required 
however, are not as amenable to boys who must inhibit their 
impulsiveness and curb their aggression to succeed. Success 
is mainly based on the model learned at home "be good and 
get approval" (Maccoby, 1966). 
So it seems that school becomes an environment that 
largely reinforces the dynamics of sexual identity that 
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began and continues in the family. 
Girls are rewarded in elementary years with good grades 
which they earn in subjects like grammar, spelling, reading, 
arithmetic, tasks that depend a great deal on memorization 
and demand little independence, assertiveness, analyses, 
innovativeness, or creativity (Maccoby, 1966). The depen¬ 
dent passive girl cued into the affirming responses of 
teachers succeeds and is significantly rewarded in school 
for her "good" behavior and her competent memorizing skills 
(Bardwick and Douvan, 1971, p. 229). 
A few studies suggest that teachers may contribute to 
sex-biased education by holding different expectations of 
behavior and achievement for boys and girls. 
Simmons (1978) surveyed two hundred and two teachers of 
sixth grade students and asked them to attribute various 
characteristics to either males or females and indicate if 
they believed the traits were a result of biological or 
cultural factors. Results showed that teachers expected 
boys to be more aggressive, independent and physically adept 
than girls. Girls were reported to be more emotional, 
ambitious, empathetic, intuitive, creative and intelligent 
than boys. For boys cultural factors were more likely to be 
given as a reason for differences whereas more responses 
indicating the influence of biological factors were 
attributed to girls. In another study Gaite (1977) asked 
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fifty high school teachers in Wisconsin to review written 
profiles of high school students and predict their life 
style and career patterns at age twenty-one and thirty-one. 
The profiles were written to depict "ideal" characteristics 
and achievements and were essentially identical except the 
names assigned to them were clearly distinguishable to be 
male or female. Results showed that teachers predicted 
stereotyped futures for the students with the men pictured 
having higher education and achieving careers with money 
power and status. The women were described as married with 
children and at thirty-one being homemakers. Those who had 
had careers were in stereotyped female jobs of nurse, 
elementary teacher, secretary or shop assistant. None were 
described as property owners, or involved in any political 
or community activity as men often were. No significant 
differences were found between the responses of male and 
female teachers. The implications of both of these studies 
suggest that differing expectations among teachers may 
translate to different expectations and behaviors among 
students and contribute to students limiting their develop¬ 
ment in other than stereotyped activities. 
Sex-biased materials are another area reported to be of 
concern in schools. In a 1972 study of prize winning 
picture books, Weitzman found girls portrayed as passive 
doll-like creatures while the boys were active and 
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adventuresome (Weitzman, 1972). A more recent study indi¬ 
cates that stereotypes in text books persist, especially in 
science books where only six percent of the pictures includ¬ 
ed adult women (Weitzman & Rizzo, 1974). Another study by 
Schau and Scott (1984) supports and broadens that concept 
and states that "recent reviews indicate that most instruct¬ 
ional materials are still sexist." (p. 183). In a review of 
recent research these authors examine the effects of gender 
characteristics of instructional material on students from 
pre-school through college age. They conclude that sex- 
equitable materials can improve learning of both sexes and 
that they also assist in developing gender-balanced associa¬ 
tions and more flexible sex-role attitudes (p. 191). 
Counseling in schools has also been studied to assess 
its relationship to students limiting themselves to 
sex-stereotyped career choice. There is evidence to suggest 
that both male and female counselors respond more positively 
to female students who have traditional feminine career 
goals (Thomas and Stewart, 1971; Abramorvitz et al., 1975). 
Wirtenberg and Nakamura (1976) speak of the importance of 
counselors as potentially more influential than any other 
group intervening in the socialization process to promote 
change in the occupational status-quo. 
Schools have been directed to eliminate sex-bias from 
and activities by the Higher Education Act of its programs 
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1972 , and as a result changes have occurred. However, 
change is ongoing and usually slow and most of today's 
adults probably haven't enjoyed the positive effects that 
may have been instituted in the last decade. 
Socialization at work 
History explains that with the industrialization of 
society, when factories replaced the home as the site of 
producing goods, a norm was established that set the 
standard of family structure in relation to work roles and 
the role of the "traditional" housewife was born. Mother 
had borne the children and no doubt the "natural" 
arrangement became one of continuing to care and feed them 
while father was displaced to the factory for employment. 
Mother's role was confined to caring for children, 
nurturing her husband, and maintaining her home (Degler, 
1980, p. 26). She was seen as private, nonproductive, 
domesticated, and expressive: yet she was also considered 
important (Oakley, 1980 , P.8) . Her place was by her 
fireside - as daughter and sister, but most of all as wife 
and mother. Domesticity was among her most prized virtues 
according to what one historian has called the nineteenth 
century "cult of true womanhood" (Welter, 1978, p. 320). 
The role of breadwinner came to rest squarely on the 
shoulders of men. Men were expected to be heads of the 
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households and to have submissive wives who facilitated 
consumption of goods (Skolinik & Skolinik, 1977). 
Thus the prototype of the ideal American family became 
the standard by which other configurations were evaluated. 
The standard developed in response to the particular 
circumstances of the times, a product of history rather than 
a biological necessity. 
As women took their place in the workforce in the 
twentieth century she did so under the burden of challenging 
the myth that woman's "natural" place is in the home and 
challenging the role of men who had become the "natural" 
breadwinners and heads of household. 
Despite the hurdles to be overcome women have joined 
the workforce en mass, and very few American families fit 
the ideal stereotype of earlier times. However, Ferber 
(1982) speaks of the relationship between the past and the 
present and home and work. She believes that what happens 
to women in the labor market is related to their activity in 
the household (p. 283). Even though the issue of equal pay 
for equal work is acknowledged as valid, women still earn 
far less than men in our society and recent studies still 
show that parents, teachers, counselors and society at large 
are less likely to put pressure on or provide help to girls 
pursuing ambitious career goals (Fitzpatrick, 1976). Thus, 
although some would argue that women's lower pay reflects 
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less commitment, preparation and educational preparation for 
the labor force, it is questioned whether it is entirely 
women's free choice that leads them to settle for less. 
Thus, although some women are making their way into jobs 
that were previously the domain of men, studies show that 
their major influx into the labor force has been largely 
into the so-called female job market. They have joined the 
areas traditionally dominated by women, such as 
librarianship, elementary school teaching, clerical work and 
nursing (Blau, 1975; Cerra, 1980). 
Only recently have researchers focused on the 
possibility of segmented labor markets where discrimination 
takes the form of excluding women from highly paid jobs or 
withholding from them the opportunity to acquire valuable 
skills on the job. (Blau & Hendricks, 1979). Various 
authors have found evidence that women face institutional 
barriers to skill acquisition, are channeled into jobs with 
little training, and have special problems in "sex atypical 
employment" (Duncan & Hoffman, 1979). Others concluded that 
"gatekeepers" play a crucial role in allocating employees 
and that at times employers assign men and women with 
comparable qualifications to different jobs or promote them 
differentially (Almquist, 1977; Cabral, et al., 1981). 
Further evidence that women and men are more nearly treated 
equally in some occupations than others is also provided by 
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the existence of a larger earning gap within predominately 
male occupations than within those that are predominantly 
female (Rytina, 1981) . 
Regardless of the causes it seems clear that the labor 
market is one more place that women get the message that 
they are not as valuable as men. It is interesting to note 
that of ten countries on which data are available the 
earnings of women in industry ranged from sixty percent of 
those of men in Ireland, sixty-one percent in the United 
Kingdom, and sixty-four percent in Belgium, and France to 
seventy-one percent in Germany, seventy-one percent in the 
Netherlands, seventy-eight percent in Australia, eighty-one 
percent in Italy, eighty-two percent in Denmark, eighty-four 
percent in Sweden, compared to fifty-nine percent in the 
United States (Ferber & Lowry, 1977). 
According to Kanter "women populate organizations but 
they practically never run them, especially the large 
business and public establishments that are the model when 
commentators speak of modern organizations or refer to 
America as an organizational society." (Kanter, 1977, 
p. 16) . Kanter supports her point with telling statistics 
documenting sparse numbers of women in management positions 
in 163 US companies (98 of them with over 1,000 employees). 
In over half the companies women held only two percent or 
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fewer of the first level supervisory jobs (including such 
positions as manager of secretaries). In three-fourths of 
the companies women held 2 percent or fewer of the middle 
management jobs; and in over three-fourths of the companies 
they held none of the top management jobs (Kanter, 1977 , p. 
17) . These conditions are typical of those that women 
become immersed in as they become part of the fabric of 
business and industry in America. Kanter states the 
implications of these circumstances when she contends that 
organizational structure forms peoples' sense of themselves 
and of their possibilities—is it any wonder that women 
adapt a smaller picture of themselves and their possibili¬ 
ties in relationship to the standard of success of the 
American male? 
The Socialization of Nurses 
Two major spheres of influence will be presented here 
to show why it is possible nurses have not developed skills 
of leadership and independent behaviors. Some character¬ 
istics and issues pertinent to nursing education will be 
presented and some conditions present in nurse's practice 
environments will follow. The focus will continue to be on 
how the elements described may influence nurses developing 
independence. 
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Educational Issues 
Most professions have a process of education that is 
common to all its practitioners. The sharing of the common 
elements of their education can serve as a unifying force, a 
bond that promotes collegiality and mutual support among 
members of the profession. This unifying force is missing 
among nurses. 
Presently, there are three avenues for education 
available to those wishing to become a registered nurse. 
The oldest type of program is the traditional diploma school 
which is affiliated with a hospital, takes three years to 
complete and offers relatively more clinical experience to 
students. Many nurses, physicians, and hospital 
administrators believe this is still the best form of 
education and produces the best nurse. 
Since the nineteen-fiftys students have had the added 
option of attending two year community college programs to 
become a technical nurse and be awarded an associate degree 
in nursing. Courses are usually confined to nursing and 
clinical experience is limited. 
Finally the four year baccalaureate degree is offered. 
This generally includes two years of liberal education and 
two years of nursing. Graduates of these programs attain 
the status of professional nurse as defined by the American 
Nurses Association. 
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The variety of programs is confusing to the public, the 
prospective students and to the profession as a whole since 
graduates of all three programs must pass the same state 
licensure exam to become a registered nurse. 
There is ongoing debate about what the actual 
differences are among the graduates. The original intent of 
the associate degree programs was to produce a technical 
nurse with a terminal degree, who worked under the direction 
of the professional nurse. However, studies show that 
students' expectations for their future jobs and in fact 
their image of nursing do not appear to differ among 
different educational preparations (Kaiser, 1974; Knopfe, 
1979). Moreover, nurses themselves do not seem to see the 
differentiation between themselves. In one research project 
(Bullough and Sparks, 1975), two hundred and ninety-four 
students from a consortium of seven nursing programs in 
Southern California were questioned about their aspirations. 
The sample included one hundred and thirty practical nursing 
students, seven hundred and seventy associate degree 
students and three hundred and ninety-four baccalaureate 
students. Seventy-five percent of the students in the 
associate degree program said they intended to continue 
their education at least to the level of the baccalaureate 
degree, strong indication that they do not conceptualize 
themselves as terminal. In another survey of diploma 
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program seniors some seventy percent indicated that they 
were planning to enroll in baccalaureate programs after 
completing their hospital program (American Hospital 
Association, 1975). Further evidence of an environment ripe 
for role confusion and ambiguity is suggested by a study 
that reportedly surveyed a group of deans and directors of 
both baccalaureate and associate degree programs. Findings 
showed that at least half of the respondents did not accept 
the dichotomy of functions of the two levels and they 
perceived that the two types of programs were quite similar 
(Kohnhe, 1973) . 
Diploma program advocates contribute, too, to the 
debate over the appropriate level of entry. Despite a 
resolution from the American Nurses Association calling for 
baccalaureate preparation as the minimum educational 
requirement there are many who strongly oppose it. On the 
national scene RN magazine published a series of articles 
reporting that "seven out of ten nurses oppose the 
professional/technical split" (Lee, 1979). Another opposing 
force is embodied in the newly organized diploma nurses 
association which is working vigorously for the continuation 
of diploma education in nursing (Health Care Horizons, 
1979) . 
The argument over entry into practice has divided and 
weakened nursing by fragmenting it into small impotent 
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groups primarily concerned with self preservation 
(Partridge, 1979). As this climate of controversy, lack of 
trust and disunity persists it seems unlikely that nurses 
will be encouraged or inspired to develop and utilize 
untried skills of autonomy and independence. 
Another variable that may contribute to nurses avoiding 
independence is the influence exerted by the numbers of 
nurses who are graduates of diploma schools. 
It is well documented that educational environments in 
diploma schools have been authoritarian and paternalistic in 
nature (Ashley, 1976; Dolan, 1983; Grissum & Spengler, 
1976). Students were indoctrinated into the hospital system 
and spent many hours staffing patient units in addition to 
attending nursing classes. Ashley (1976) writes that the 
education was oppressive and "greatly influenced by the 
institutions traditions, rituals and parochial concerns" 
(p. 128). Governing structures were authoritarian and 
nurses learned not to question those in authority; most 
likely physicians. Although the apprenticeship model has 
been modified, in existing diploma schools, and classes and 
practice more closely parallel other nursing programs, the 
parochial influence persists. It seems likely that many 
nurses who are diploma graduates have been socialized in 
these environments and may be uncomfortable with leadership 
and independent behavior. A study that compared the degree 
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of professional autonomy among senior nursing students in 
diploma, associate degree, and baccalaureate nursing 
programs supports the tenet that diploma nurses are less 
autonomous (Murray and Morris, 1982). They tested two 
hundred and twenty-four students in three different programs 
using the Pankratz Nursing Questionnaire designed to measure 
aspects of professional autonomy. The baccalaureate nurses 
scored significantly higher than the students in the other 
two programs on the dimension of autonomy. 
Kramer's (1974) work on reality shock among new 
graduate nurses also suggests that educational environments 
do not prepare nurses for conflict resolution experienced 
when the ideal values learned in school conflict with 
bureaucratic demands. This bureaucratic-professional ideal 
conflict will be discussed further in the next section. 
The question of high attrition rates has also 
been addressed as a possible factor that contributes to 
students' lack of leadership potential. The drop out rate 
in baccalaureate programs is forty-one percent, associate 
degree programs, forty-four percent and diploma programs 
twenty-six percent. Knophe (1979) studied the character¬ 
istics of drop outs and found that they had greater needs 
for structure and organization and lower needs for self 
assertion and exhibition of leadership than did the success¬ 
ful students. Oleson and Whittaker (1968), however, studied 
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dropouts and found they showed more ability in complex 
thinking, greater impulse expression and lower authoritarian 
needs than did their counterparts suggesting that those with 
a propensity for leadership are those who drop, leaving 
those with less leadership potential in the profession. 
Some question the ability of nursing programs to 
instill a sense of professionalism among students. Benton 
(1979) points out that the independent, questioning, 
skeptical student can pose problems for any educator but 
that it is precisely this student that nursing can and must 
appeal to. 
Three final studies are of interest and seem to add 
credence to the idea that nurses may not be developing 
independent professional role behaviors in their educational 
programs. Oleson and Whittaker (1968) found that students 
become experts at projecting or pretending high levels of 
enthusiasm and interest to please instructors while remain¬ 
ing essentially untouched by the educational experience. 
Gunter's (1969) study of self-actualization levels in 
nursing students supports the observation that growth does 
not occur during the educational process. Finally, Short- 
bridge (1977) investigated the impact of the educational 
milieu on attitudes and found students developed an even 
stronger commitment to the popular image of "nurse-as-giver 
of physical-care" during the educational process and never 
46 
developed a favorable attitude toward either research or 
leadership as activities for professional nurses. 
So in summary there seems to be evidence that 
educational environments are falling short in preparing 
nurses for change initiating behaviors and perhaps may 
socialize for dependence. 
The Nature of Hospital Environments 
Professional role concepts learned by nurses include a 
wholistic approach to client care and independent decision 
making skills. In contrast, hospitals are structured so 
that care is distributed as a series of tasks and personnel 
are guided by authoritarian policies designed to be 
uniformly applied. So as nurses practice in hospitals the 
possibility for them to experience role conflict and 
dissatisfaction seems apparent. Van Sell, Brief and Schuler 
(1981) present an extensive review of the many studies that 
have been conducted exploring the concept of role conflict 
and role ambiguity and stress associated with work in 
organizations. Although numerous studies are cited and not 
all findings are consistent the authors conclude that in 
summary "role conflict and ambiguity appear to cause lower 
productivity, tension, dissatisfaction and psychological 
withdrawal from the work group" (p. 66) . 
Several researchers have focused their attention on 
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role stresses experienced by nursing personnel (Brief and 
Aldag, 1976; Kramer, 1974; Brief et al, 1979) and address 
the contention that the difference between the nurses' 
anticipatory definition of her/his role and the hospitals 
definition lead to the nurses experiencing stress. 
Kramer (1974) reports on nurses and reality shock 
experienced by new graduate nurses in what has become a 
classic study in nursing. She documents the conflict, 
disillusionment and frustration that nurses report as they 
struggle to adopt to the hospital environment and make the 
transition from neophyte to experienced staff nurse. 
Kramer's analysis is based on a longitudinal study of six 
nurses from six regions of the United States who tape 
recorded a "diary" of interviews every 2-3 weeks for one 
year. They shared their experience, feelings and 
impressions about their work on the tapes. Additional data 
analyzed in the study was obtained from one and one-half 
hours of tape recorded interviews with each of one hundred 
and twenty—seven staff nurses who had practiced in 
California for one year. Kramer's findings reveal that as 
nurses adjust to the hospital setting they progress through 
a series of stages that often results in their value 
orientation shifting away from professionalism and toward 
acceptance of the bureaucratic values. She describes the 
stage of "moral outrages" as the peak of reality shock and 
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rejection and contends that many nurses become stuck in this 
stage and this contributes to nurses leaving the profession 
or finding other environments in which to work. She 
recommends that educational programs prepare students for 
reality shock with anticipatory socialization courses so 
that nurses will be better able to cope with hospital 
environments and maintain their professional ideals. 
A more recent study (Snyder, 1981) seems to support 
Kramer's findings. The basic hypothesis of the study was 
that new baccalaureate graduates becoming staff nurses in 
hospital bureaucratic systems would experience episodes of 
conflict and, over time, would alter their role concept to 
one more bureaucratic and less professionally oriented. 
Results revealed that sixty of the ninety-nine new graduates 
tested after six months showed a significant decrease in 
their professional scores (p. 303). 
Thompson (1982) cites cases she has observed that 
exemplify the dilemmas that nurses face in hospitals and 
states that "nurses are often thwarted in their attempts to 
practice professional nursing by the very institutions that 
purport to assist them in the health and illness care giving 
functions" (p. 27). 
So it seems that hospital environments are not 
conducive to nurses utilizing independent decision making or 
leadership behaviors and, in fact, may contribute to 
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socializing them toward less autonomous, more dependent 
postures. 
Further studies seem to show evidence for nurses' 
dissatisfaction with conditions in hospitals.. Many nurses 
are choosing to leave the nursing profession rather than 
stay and deal with job related stresses. Of the 1.4 million 
registered nurses in the country, 1,027,000 are currently 
working in the profession with only 710,000 working full 
time. A landmark study by the American Nurses Association 
showed that approximately thirty percent of registered 
nurses with current licenses are not employed in nursing. 
Of this number three percent were actively seeking work 
within the profession but a startling twenty-seven percent 
were not even looking for nursing employment (Span, 1981). 
In a recent study of a nurse shortage, the staff of the 
Center for Research at the University of Texas set out to 
identify factors associated with nurse unemployment. 
Thirty-five hundred nurses responded to the study by 
completing a questionnaire and thirty hospital nurses in six 
small group interviews talked of the reasons nurses may not 
be working. "The findings show that nurses leave nursing 
and remain outside the work force because of conditions in 
the job setting that interfere with the practice of nursing" 
(Wandelt, 1981, p. 73). 
The rank order of the ten job conditions with which the 
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largest percentage of employed nurses were dissatisfied 
was compiled and reported as follows: 
1. Availability of adequate salaries. 
2. The amount of paper work. 
3. Support given by the administration of the 
facility. 
4. Opportunity for continuing education. 
5. Adequacy of laws regulating the practice of 
nursing in Texas. 
6. Support given by nursing administration. 
7. Availability of acceptable child care facilities. 
8 Availability of In-Service Education. 
9 Availability of Fringe Benefits. 
10. Competence of non-registered nursing staff. 
The data reported from the interviews identified the 
following employment factors as important: 
1. Staffing 
2. Professionalism 
3. Autonomy 
Wandelt summarized by stating that nurses' main concern 
is for quality of care and when care is compromised nurses 
become dissatisfied. She also concluded that nurses who 
leave do so because of work conditions that interfere with 
the practice of professional nursing (p. 77). 
Goodman (1982) replicated Wandelt's study, in part, to 
determine factors associated with nurse employment and 
unemployment in Massachusetts. Goodman sampled six hundred 
and thirty-two nurses in Massachusetts through a mailed 
questionnaire. She reports that there were several 
similarities in the findings of the two studies. In the 
Goodman study the eight major concerns of the employed 
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nurses were: 
1. Professional Role of the Nurse. 
2. Administrative Support 
3. Adequacy of Laws Regulating the Practice of 
Nursing. 
4. Educational Benefits 
5. Economic Benefits 
6. Adequacy of Working Conditions 
7. Availability of Desired Schedule 
8. Time Demands of Transportation and/or Family. 
Goodman summarizes her findings by reporting that 
nurses perceived the most important factor in their work 
situation to be an environment which provides them with a 
sense of worth as a member of the health care team and her 
recommendations included instituting an environment that 
would provide for nursing autonomy in decision making 
regarding patient care; respect and acceptance of the 
professional competence of nurses; more responsibility and 
accountability from nursing administration (p. 5) . 
The nurses in the studies related to work environments 
express dissatisfaction with their working conditions. They 
are clear about what aspects they would like to change yet 
something is impeding implementation of change. Given that 
ninety-seven percent of nurses are women, the socialization 
of women in general, and the circumstances of the nursing 
profession, it can be speculated that sex-typing may be 
contributing to nurses reluctance to act to initiate change. 
Some evidence exists for this possibility. Vandever 
hundred and thirty-five nursing students (1977) tested one 
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using the Bern Sex Role Inventory to determine the extent of 
sex-typing. Vandever reports that the distribution of 
sex-type among the nursing students was significantly 
from the distribution found among female freshmen 
for two different years. Of interest was the nursing 
students sample high number of feminine sex-type subjects. 
In another study. Loo (1983) tested one hundred student 
nurses in Canada using the Attitude Towards Women Scale 
(Spence & Helmreich, 1972). Nursing students were found to 
be more conservative than other female undergraduates and 
more liberal than male undergraduates. 
These two studies seem to suggest that student nurses 
may tend to hold conservative views consistent with 
attributes associated with the traditional feminine role and 
suggests support for exploring the concept of sex-typing 
among nurses and its association with a lack of autonomy or 
leadership behavior. 
Summary 
The review of the literature has described the theory 
of sex-typing and has suggested the relevancy for examining 
the status of sex-typing among nurses. Some forces in 
society were presented that may influence women to be 
sex-typed and dependent. Next some conditions in nursing 
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were discussed that may contribute to sex-typing among 
nurses. The three areas addressed are considered as 
possible inter-related concepts that may synergistically 
contribute to the paucity of initiating behaviors among 
nurses. 
The next chapter presents a detailed description of the 
research approach used to test the suppositions of the 
review. 
CHAPTER III 
RESEARCH APPROACH 
This chapter describes the research approach utilized 
in the study. It is organized into four sections: 1) 
design of the study, 2) sampling procedure and methods of 
data collection, 3) instrumentation, and 4) methods of data 
analysis. 
Design of the Study 
The study conformed to Kerlinger's definition of ex 
post facto research which includes systematic empirical 
inquiry in which the independent variables are not 
controlled or manipulated since their manifestations have 
already occurred, however inferences about relations among 
variables can be made, without direct intervention from 
concomitant variation of independent and dependent variables 
(Kerlinger, 1973, p. 379). This was an exploratory field 
study in which the variable, sex type, was explored to 
determine its distribution among nurses. Next, the 
relationship between sex-type and the number and type of 
problems nurses identify as present in their work 
environments was explored. Finally, the relationship between 
sex-type and the extent to which nurses identify staff 
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nurses identify staff nurses as the person in work environ¬ 
ments who should initiate action to solve the problems 
identified was examined. Figure one illustrates the 
variables explored in the study. 
STAFF NURSE 
SEX-TYPE 
Identifies Problems 
Identifies Staff Nurse 
as 
Problem Solving Initiator 
Figure 1. Diagram of the variables in the Study. 
In implementing the design all general hospitals in 
Massachusetts were considered using the American Hospital 
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Association's Guide to the Health Care Field (1983) as a 
reference. In order to reduce the number of eligible 
agencies to a manageable number the decision was made to 
include only those agencies in Eastern Massachusetts and 
only those having fifty or more beds. From this list of 
eighty-eight hospitals a random sample of nine agencies was 
drawn (see Appendix A) and invited to participate in the 
study. 
Next, in each agency that agreed to participate, a list 
of all eligible nurses was generated. In the small and 
medium agencies all eligible staff was included. In the 
large hospital a random sample of nurses was chosen and 
invited to respond (a more detailed account of this 
selection process follows in the next section). 
Each participant was mailed two instruments, The Bern 
Sex Role Inventory and The Practice Environment Inventory 
(see Appendix B & C). A letter of introduction and explana¬ 
tion was also included (See Appendix D) with a stamped 
return envelope addressed to the researcher. 
The final step consisted of selecting ten of the 
original respondents for personal interview. These ten 
subjects were chosen after all initial data was collected 
and analyzed. At that time, five high-scorers and five 
low-scorers (based on the total number of problems identi¬ 
fied on the Practice Environment Inventory) were invited to 
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be interviewed. All subjects agreed and the meetings were 
guided by the Practice Environment Inventory Interview Guide 
(see Appendix E). 
A more detailed account of the research approach 
follows. 
Sampling Procedure and Description of Sample 
Selection of Agencies. 
An imaginary line was drawn from North to South through 
Worcester and Fitchburg Massachusetts to define the Eastern 
region and the list of all general hospitals falling within 
that area and east was identified as described above. The 
hospitals were grouped into three categories according to 
size, small (50-199 beds), medium (200-399 beds) and large 
(over 400 beds). Each hospital was assigned a number within 
its category and using a table of random numbers three 
hospitals were randomly chosen in each category. After 
eight weeks of negotiation, which will be subsequently 
described, the final selection of hospitals was established 
which included 3 small, 1 medium, and 1 large hospital. 
The researcher contacted the office of the Director of 
Nurses at each randomly selected hospital by telephone. A 
brief introduction of the researchers background and quali- 
fications was given along with a brief description of the 
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study. This was followed by a request to further discuss 
the research with the Director of Nurses or his/her 
designee. The responses of the office personnel at the 
hospitals fell into three categories; 
1) the director was not available and a time was 
suggested to repeat my call. 
2) The director was not available and I should send a 
letter of explanation and call at a later date for 
further discussion. 
3) The matter would be referred to a Research Commit¬ 
tee and I would be sent a copy of guidelines which 
would direct me in submitting a written request to 
conduct research at the agency. 
This began a much longer than anticipated process of 
negotiating with the hospitals for "permission" to survey 
their nurses. The highlights of the process included: 
Small Hospitals 
Hospital A. Six phone calls were made and a 
letter explaining the research was sent over the 
next three weeks, direct contact was never estab¬ 
lished with the director and the message was 
eventually relayed through office personnel that 
the Director was not interested in "her nurses 
being invited to participate in the research. 
Hospital B. Three phone calls were made in the 
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next few days. The director returned the call and 
quickly agreed to participate conditional to 
receiving a letter of explanation. Approximately 
two weeks later the names, addresses and phone 
numbers of the nurses who qualified as prospective 
participants were received. 
Hospital C. Four phone calls were made over the 
next week. Direct contact was made with the 
director. She expressed concern about "rocking 
the boat" among the nurses and stirring up trouble 
by asking the nurses to respond to a questionnaire 
that asked them to attend to problems in their 
workplace, she said she had a good relationship 
with the union and did not want to do anything 
that would upset it. She agreed to think about it 
for another day. On the following day she refused 
to have "her" nurses participate. 
At this point two more hospitals were random¬ 
ly chosen from the "small" category and the 
process began anew. 
Hospital D. Two phone calls resulted in direct 
contact with the director. She agreed to partici¬ 
pate and within two weeks sent me the names, 
addresses and phone numbers of the staff nurses at 
her hospital who qualified as prospective partici 
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pants. 
Hospital E. Four phone calls were made, direct 
contact was made with the director. A request for 
a copy of the research proposal and the question¬ 
naire was met which was followed two weeks later 
by a personal interview. An agreement to partici¬ 
pate ensued. Names and addresses were not made 
available to me, instead a list of all eligible 
staff nurses was compiled. A packet was prepared 
for each which included a letter of introduction, 
the two instruments and a stamped, addressed 
return envelope. Hospital office staff mailed the 
packets to all eligible subjects. 
This process completed the selection of three small 
hospitals as well as the identification of nurses who would 
be invited to participate in the research. 
Medium Hospitals 
This process was the most time consuming and by 
far the most frustrating and disappointing. Upon 
meeting resistance in the initial stages three 
additional medium sized hospitals were randomly 
selected from the eligible agencies to increase 
the chances of three of the six agreeing to 
participate. 
Hospital A. Over three weeks, several phone calls 
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were made yet no direct contact with the director 
was achieved. A letter of explanation and copies 
of the questionnaires were provided. However, a 
request for an interview was denied and an eventu¬ 
al refusal to participate in the study ensued. A 
justification of the refusal offered by the 
director's secretary was that a similar study was 
planned by the hospital within the next few 
months. 
Hospital B. Over several weeks, several phone 
calls finally resulted in direct contact with the 
assistant director. She requested a letter of 
explanation, and a copy of the questionnaires, and 
the entire research proposal. An interview 
followed and after two more weeks of consideration 
approval was granted. Employee lists were made 
available. All staff nurses who fit the criteria 
were selected as perspective subjects. Office 
staff added addresses and mailed the question¬ 
naires to the subjects. 
Hospital C. After several weeks and several phone 
calls, direct contact with director was accom¬ 
plished. She requested a letter of explanation, a 
copy of the research proposal, and a copy of 
questionnaires. Although all the telephone 
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conversations had an optimistic tone, a decision 
was postponed repeatedly and eventually a denial 
was forthcoming. The reason for the denial was 
explained as a concern that the staff was over¬ 
loaded since they were being subjected to the 
stress of major organizational change and their 
response to the questionnaire would reflect that 
stress and not represent the normal conditions at 
the hospital. 
Hospital D. After five weeks, several phone 
calls, forwarding copies of the proposal, ques¬ 
tionnaires, and letter of explanation, an inter¬ 
view with director was granted. The tone of the 
interview and subsequent telephone conversations 
was cordial but not optimistic, after five weeks 
of negotiations the request was refused. The 
explanation given was that both the director and 
other heads of departments felt that the question¬ 
naire may stimulate discontent among the staff 
nurses. 
Hospital E. After three weeks, several phone 
calls, and forwarding a letter of explanation, a 
copy of the questionnaires and an abstract of 
study the request was refused. A direct conversa¬ 
tion with the director or an interview was not 
achieved. The eventual refusal was without 
explanation and relayed through the director's 
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secretary. 
Hospital_F. After three weeks, several phone 
calls, and forwarding of an abstract, question¬ 
naires and letter of explanation, contact was made 
with the assistant director. This agency was 
willing to participate only if the researcher was 
willing to come to the hospital and hand out the 
questionnaires to nurses who were on duty and 
agreed to participate. Since this did not meet 
the requirement for randomness whereby all nurses 
who met the criteria had an equal opportunity to 
be included, the offer was reluctantly declined. 
Large Hospitals 
All three hospitals sent their guidelines for 
researchers after an initial call was made to the 
office of the director at each of the randomly selected 
hospitals. All guidelines were extremely detailed and 
required that from 3-10 copies of the entire 60 page 
proposal be submitted to research review committees. 
Further, all three stated that the approval process 
could take up to 3 months to complete. Guidelines were 
followed and applications were submitted to each of the 
hospitals. 
Hospital A. All necessary information was submit¬ 
ted. The researcher was invited to attend a 
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meeting with a research committee consisting of 12 
heads of departments to review the request. 
During that meeting, several concerns were raised 
by members of the committee about the possible 
"inflammatory" nature of the questionnaire. 
Others expressed concern about the inability of 
their staff nurses to relate to the questionnaire 
since their hospital structure was unique, and the 
hypothetical situations described did not typify 
their hospital. A further concern was raised 
about a lack of clarity in the cover letter around 
the issue of confidentiality and anonymity of the 
respondents. Although explanation was offered and 
a minor change described in the cover letter to 
rectify the flaw the committee remained dismayed 
at this happenstance. After deliberation the 
committee denied approval of the study. (See 
Appendix F). The entire process took seven weeks. 
Hospital B. All necessary information was submit¬ 
ted and after five weeks the proposal was approved 
with a request for changes in the introductory 
letter (See Appendix G) . Further time was needed 
for approval from the Research Committee on Human 
Subjects. The entire process took eight weeks. 
Hospital C. All necessary information was submit- 
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ted and after four weeks a telephone conversation 
with the director of the research review committee 
suggested uncertainty, a need for further review, 
and a promise of a decision in two weeks. This 
state of indecision persisted for four more weeks 
with an "off the record" explanation that although 
the research proposal was technically sound some 
of the members were uncomfortable with its content 
and were concerned that asking staff nurses to 
identify problems in their work environments would 
cause discontent within the staff. The proposal 
was refused eight weeks after application (See 
Appendix H). 
While the above process was on-going one more large 
hospital was randomly selected to prepare for the possibili¬ 
ty that other large hospitals would chose not to support the 
research. 
Hospital D. After four weeks and several phone 
calls, forwarding a request for abstract, an 
explanatory letter and a copy of the question¬ 
naires contact was made with an assistant director. 
After four additional weeks the assistant 
director's reply was that there was no interest in 
participating in this research. 
The negotiations with the various nursing departments 
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consumed a total of three months. In the interest of time, 
the decision was made to proceed with the study at the five 
hospitals (3 small, 1 medium, 1 large) at which approval had 
been obtained (See Table 1). 
Copious correspondence accompanied the above process 
and examples that represent the numerous letters involved 
are found in Appendix I. 
Table 1 
Number and Size of Hospitals Invited and Agreed to 
Participate in the Study 
Size Invited Agreed 
Small 5 3 
Medium 6 1 
Large __4 1 
Total 15 5 
Selection of Subjects 
Since the number of hospitals in the study was reduced 
to one half that originally planned the numbers of subjects 
targeted to participate at each agency was increased. Since 
the entire eligible staff at the small hospitals numbered 
around 20-25, and the eligible staff at the medium hospital 
numbered 37 all staff at these agencies were invited to 
participate. 117 questionnaires were mailed among those 
four hospitals on March 1st, 1985. By March 21st the 
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response rate was about ten percent. During the week of 
March 21st a phone call was made to every nurse who had not 
responded at small hospital A and B. During the call, the 
researcher introduced herself, explained the importance of 
their response and requested their participation. Over the 
next week the response rate increased to twenty-five 
percent. Nursing directors at small hospital C and the 
Medium hospital were not willing to divulge subjects' phone 
numbers but they did agree to send a notice, to each person 
who had received a questionnaire, urging them to respond. 
The final response rate from these four hospitals was 
thirty-three percent. 
On April 1st, 150 questionnaires were delivered to the 
nursing office of large hospital B. Ten percent of the 1500 
eligible staff nurses had been randomly chosen. It was 
assumed that a similar response rate could be attained and 
the number of the final sample would be at least 60. 
This hospital was also unwilling to release addresses 
and phone numbers and required that the questionnaires be 
delivered to respondents through the hospital mail delivery 
system. Each envelope was prepared, addressed with the 
subjects name and name of the unit where she worked, and 
delivered to the nursing office for dispersal. After two 
weeks the response rate was ten percent. At that time a 
hand written note was sent to each subject either thanking 
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them for their response or requesting they reconsider and 
respond. The response rate increased to eighteen percent 
after two additional weeks. 
The total final sample was comprised of 62 subjects or 
twenty-three percent of the initial population invited to 
participate (See Table 2). 
Table 2 
Response rate at each hospital 
Size 
Subjects 
Invited 
Subjects 
Responding 
Response 
Rate 
Small 80 24 30% 
Medium 37 11 29% 
Large 150 27 18% 
Total 267 62 23% 
The sample consisted of nurses with widely varying 
characteristics of age, education and experience. Their 
ages ranged from 21 to 59 years with a mean age of 33 years. 
Twenty-seven were educated in hospital diploma programs, 
twelve in associate degree programs and twenty-three in 
baccalaureate degree programs. Three of the sixty two had 
furthered their education beyond their basic level. The 
years elapsed since they completed their basic education 
ranged from 1 to 53 with 13 being the mean. Their years of 
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experience pattern was similar, with a range of 9 months to 
34 years with a mean of 10. The time employed at their 
present agency ranged from 9 months to 31 years. Although 
they were employed in various types of patient care units 
the majority described themselves as medical-surgical 
nurses. 
Nine of the sixty-two nurses in the sample were members 
of the American Nurses Association. Although this exceeds 
the ten percent average membership in the nation, it is of 
interest to note that six of the subjects, who are members, 
work in an agency where membership is a requirement for 
employment. See Appendix J for a summary of these 
demographic data. 
Selection of High and Low Scorers 
The research was further expanded by the addition of 
data derived from interviews with 10 subjects. The inter¬ 
views were conducted with selected respondents that were 
included in the original sample. 
The completed PEI scores were inspected and ten sub¬ 
jects were selected that represented high and low scorers. 
They included five subjects who identified a total of 
nineteen or more problems (these interviewees were called 
"high-scorers”) and five subjects who identified a total of 
seven or less problems (these interviewees were called 
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"low-scorers"). 
Each of the high and low scorers were contacted by 
telephone and each responded positively to a request for an 
interview. A detailed description of the interview guide 
and the process of data collection is presented later in 
this chapter. 
Following the interviews the notes were reviewed by the 
researcher. The number of problems, the extent to which the 
nurse was named as the one most appropriate to initiate 
action, and sex-type was examined to see if trends existed. 
These data are presented in Chapter IV. 
Instrumentation 
Three instruments were used to obtain data for the 
study. The Practice Environment Inventory and the Practice 
Environment Interview Guide were designed for this study. 
The other was the widely used Bern Sex Role Inventory. Each 
of the tools will be described in this section. 
The Bern Sex Role Inventory 
This instrument was used to test the sample for 
sex-typed personality characteristics. A copy of the BSRI 
is found in Appendix B. This test was developed by Sandra 
Bern, a psychologist at Cornell University, in 1974. It has 
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been utilized and refined since, as she has developed her 
work on gender schema theory. The construction of the BSRI 
is based on two specific theoretical assumptions that are 
consistent with gender schema theory and reported by Bern 
(1984) : a) Largely as a result of historical accident, the 
culture has clustered a quite heterogeneous collection of 
personality attributes into two mutually exclusive 
categories, each category is considered by the culture both 
more characteristic of and more desirable for one or the 
other of the two sexes. These cultural expectations and 
prescriptions are well known by virtually all members of the 
culture. b) Individuals differ from one another in the 
extent to which they utilize these cultural definitions of 
gender appropriateness as idealized standards of masculinity 
and femininity against which their own personality and 
behavior are to be evaluated. In particular the sex-typed 
individual is highly attuned to these definitions and is 
motivated to keep his or her behavior consistent with them, 
a goal he or she accomplishes by both selecting behaviors 
and attributes that are consistent with his or her gender 
and by avoiding behaviors and attributes that are 
inconsistent with his or her gender. In contrast the 
androgynous individual is less attuned to these cultural 
definitions of masculinity and femininity and is less likely 
to regulate his or her behavior in accordance with them. 
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The BSRI was thus designed to assess the extent to which 
individuals incorporate the cultures' definition of gender 
appropriateness into their self-description. 
The BSRI is a paper and pencil self-report instrument 
that asks the respondent to indicate on a seven-point scale 
how well each of sixty attributes describes herself or 
himself. Although the instrument is designed to disguise 
the purpose so that it is not apparent to the respondent, 
twenty of the attributes reflect the cultures definition of 
masculinity (e.g. assertive, independent) , twenty reflect 
the culture's definition of femininity (e.g. tender, 
understanding), and twenty are neutral attributes and serve 
as filler. Those who score above the median on the 
sex-congruent scale and below the median on the 
sex-incongruent scale are defined as sex-typed. Those who 
show the opposite pattern are defined as cross-sex-typed. 
Those who score above the median on both scales are defined 
as androgynous. Those who score below the median on both 
scales are defined as undifferentiated. 
The inventory is comprised of 60 personality character¬ 
istics, 20 of the characteristics are stereotypically 
feminine, 20 are masculine and 20 are neutral and serve as 
filler. When taking the BSRI the respondent is asked to 
indicate on a 7 point scale how well each of the 
describes herself or himself. The scale characteristics 
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ranges from 1 (never or almost never true) to 7 (always or 
almost always true) . The BSRI treats femininity and 
masculinity as two independent dimensions rather than 
opposing ends of a single dimension, thereby enabling a 
person to indicate whether she or he is high on both 
dimensions (androgynous), low on both dimensions (undiffer¬ 
entiated) or high on one dimension but low on the other 
(either feminine or masculine). 
To score, the sum of the ratings for each dimension 
(masculine, feminine or neutral) are divided by the number 
of items (20) so that the average or mean rating is 
obtained. Therefore to find the "feminine" score all 
feminine items are summed and divided by twenty and to find 
the masculine score all masculine items are summed and 
divided by twenty. These scores are then classified by 
comparing them to norms of a particular sample using the 
median split method. This research utilized the median 
split scores of a normative sample reported by Bern in 1978. 
Use of this standard is recommended in the Bern Sex Role 
Inventory Professional Manual (1981) when one is working 
with a small sample of subjects or with a sample containing 
one sex only (p. 7). Therefore the standards utilized for 
classification in this study were Feminine: 5.10 and 
Masculinity: 4.80. This means that scores of 5.10 or above 
on the feminine items and below 4.80 on the masculine items 
74 
indicate a sex-type of feminine. Scores of 4.80 or above on 
the masculine items and below 5.10 on the feminine items 
indicate a sex-type of masculine. Scores at or higher than 
both these standard medians indicate a sex-type of 
androgynous. Scores lower than both these standard medians 
indicate a sex-type of undifferentiated. 
Psychometric analyses have been performed on two 
samples of subjects, both consisting of undergraduate 
students in Introductory Psychology at Stanford University. 
The first sample includes 279 females and 444 males who 
filled out the BSRI in 1973; the second includes 340 females 
and 476 males who took the BSRI in 1978 . In order to 
estimate the internal consistency of the BSRI, coefficient 
alpha was computed separately for females and males in both 
samples for the Femininity Score, and the Masculinity score. 
As Table 3 shows scores proved to be highly reliable. 
Table 3 
Coefficient Alpha for the Feminity 
the Masculinity Score 
Score and 
Fern Masc. 
F M F M 
Original BSRI 
Stanford, 1973 
Stanford, 1978 
.75 .78 
.78 .78 
. 87 
.86 
. 86 
.87 
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JTest-retest reliability was evidenced when 
the BSRI was administered a second time to 
twenty-eight females and twenty-eight males from 
the 1973 Stanford sample. The second 
administration took place approximately four weeks 
after the first. During the second administra¬ 
tion, subjects were told that there was interest 
in how their responses on the test might vary over 
time, and they were explicitly instructed not to 
try to remember how they had responded previously. 
Product-moment correlations were computed between 
the first and second administrations and scores 
showed high reliability with the lowest test- 
retest correlation being .76. (Note. From BSRI 
Performance Manual (p.14) by S. Bern, 1981. Palo 
Alto: Consulting Psychologists Press.) 
Several studies empirically support the validity of the 
instrument in which subjects were selected on the basis of 
their BSRI scores in order to determine whether the BSRI did 
in fact discriminate between those individuals who restrict 
their behavior in accordance with sex stereotypes and those 
who do not. In one study, for example, undergraduate 
subjects were asked to indicate which of a series of paired 
activities they preferred to perform for pay while being 
photographed. Consistent with the hypotheses, sex-typed 
subjects were significantly more likely than androgynous or 
cross-sex-typed subjects to prefer sex-appropriate activity 
and to resist sex-inappropriate activity, even when such 
choices cost them money. Moreover, actually engaging in 
cross-sex behavior caused sex-typed subjects to report 
greater psychological discomfort and more negative feelings 
about themselves. (Bern & Lenney, 1976). 
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Additional support for the validity of the BSRI is 
provided by a series of studies on instrumental and 
expressive functioning. In these studies, only androgynous 
individuals consistently displayed high levels of behavior 
in both domains, whereas non androgynous were frequently low 
in one or the other of two domains (Bern, 1975; Bern, Martyna, 
& Watson, 1976) . This research provides validation for the 
BSRI by supporting the central hypothesis that 
non-androgynous individuals restrict their behavior in 
accordance with cultural definitions of desirable behavior 
for women and men significantly more often than do 
androgynous individuals (Bern, 1981). 
The Practice Environment Inventory (PEI) 
This tool was designed to collect data that would 
reflect the presence of some elements of leadership among 
staff nurses. The elements that were persued were assumed 
to be basic to leadership or problem solving action. They 
were 1) the ability to see problems in work settings and 2) 
the belief that nurses are responsible for initiating action 
to solve the problems. To reiterate, the presumption was 
that seeing problems and believing staff nurses have a 
responsibility to act were necessary elements that must be 
present as a primary step in leadership behavior in work 
environments. 
Next, it was postulated that the extent to which nurses 
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saw problems and held the belief that nurses were 
responsible to act to solve the problems may be associated 
with their sex-type. Since leadership behaviors have 
traditionally been defined by society as lying within the 
domain of stereotypic masculine role behavior it was 
postulated that patterns of association may emerge if 
sex-type, problem identification, and perceived 
responsibility to act were explored together. Therefore, 
the Practice Environment Inventory was designed to be used 
in conjunction with the Bern Sex Role Inventory. 
After the initial design of the tool three pilot 
studies were conducted to refine the Practice Environment 
Inventory and maximize its reliability and validity. As a 
result of this pre-testing several changes were made that 
will be discussed in the section that addresses reliability. 
The PEI consisted of three sections, one which solicit¬ 
ed demographic information, one which focused on identifica¬ 
tion of problems in actual work settings and one which asked 
for identification of problems in hypothetical work situa¬ 
tions . 
The PEI allows for an unlimited number of responses. 
The responses are all open-ended. The purpose of the 
instrument was to direct each subject to reflect upon her 
work environment and identify all the problems that she 
believed interfered with the delivery of the best possible 
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nursing care to clients and how the problem interfered. 
"How the problem interfered" was included only to place the 
problem within a context which would aid in the 
classification of problems and the interpertation of data. 
Following each problem, the question "Who should initiate 
action?" was posed. 
The format of the PEI was arranged in booklet form 
which consisted of a title page and a page of demographic 
information. Section two was a page for information about 
actual work environments. Space was structured for 
inclusion of up to eight problems with a directive to add 
additional paper if necessary. No one recorded more than 
eight problems although two respondents did add paper to 
provide additional information and explanations about the 
problems. 
Section three was one and one-half pages and presented 
subjects with six short descriptions of hypothetical situa¬ 
tions that were designed to typify those in general hospi¬ 
tals. They included problem areas such as inadequate 
staffing, too much paper work, low salaries, educational 
issues, and rigid hospital policies. Space was structured 
for three problems following each situation with a directive 
to add more paper if necessary. No one identified more than 
three problems for each situation. 
The tool collected up to 52 items; eight actual prob¬ 
lems and initiators and 18 hypothetical problems and initia- 
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tors. 
A stamped, addressed envelope was enclosed for return¬ 
ing the questionnaire. Follow up was done by telephone and 
in writing as described in the "selection of nurses" 
section. After a six-week process the final response rate 
was twenty-seven percent with a response rate of useable 
questionnaires of twenty-three percent or 62 subjects. 
Reliability. Pilot testing was carried out with three 
groups of seven or eight subjects comprised of staff nurses 
from several different hospitals. None of the hospitals or 
subjects used in the pilot testing were used in the final 
study. The researcher met with each group, briefly 
explained the study as one that was being done to provide 
information that would help document the conditions in 
hospitals that interfere with the delivery of good nursing 
care. 
As a result of the pilot testing several changes were 
made on the PEI. The changes are summarized in Table 4 and 
the final draft is found in Appendix C. 
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Table 4 
Changes with Rationale Made in PEI as a Result of Pilot Testing 
I. Cover Letter: 
1. Shortened 
2. Clarification of confidentiality 
vs. anonymity 
3. Added official letterhead 
4. Moved statement of reward to 
beginning of letter 
5. Added explicit informed 
consent statement 
6. Added explicit statement to 
inform of possibility of future 
contact. 
I I. Section Two 
1. Space added for "No Problem" 
response 
2. "I need your help" added to 
directions. 
3. Space structured for eight 
problems. 
III. Section Three 
1. Directions repeated 
2. Number of situations reduced 
3. Situations Shortened 
4. Space structured for three 
problems 
IV. BEM Inventory 
1. Name, address, age and social 
security number requested 
V. General Changes 
1. Both sides of paper used for 
printing. 
To reduce time investment of subject and 
to gain and sustain interest of the 
respondents. 
Clarify and communicate honesty to the 
respondents. 
To convey legitimacy of the study 
To gain cooperation quickly and encourage 
further reading 
Requirement of large hospital to meet 
their mandatory criteria 
To reduce negative reaction if contacted 
and to meet criteria of one hospital. 
To reduce bias that problems must be 
present 
To increase chance of participation since 
subjects are of "helping" profession. 
Pilot study showed number of responses 
tended to follow pattern of space 
provided, i.e. 2 spaces elicited 2 
problems. Maximum number reported in 
pilot was eight even when space provided 
for twelve 
To refocus subjects toward problems in 
environment and away from tendency to 
focus on patient's problem. 
2 situations tended to elicit patient 
problems instead of environmental 
problems. 
To reduce time investment and maintain 
interest of subject. 
See section two, item 3 
More personal information saved for end 
to reduce possibility of negative 
reaction 
To decrease cost of mailing and reduce 
possibility of negative reaction or 
respondents to bulk of packet. 
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Reliability seemed logically adequate since the vari¬ 
able under study was one with which subjects would be 
thoroughly familiar and conversant. The open-ended format 
left it entirely up to subjects to chose the problems and 
initiators. Further, although the information was not 
utilized directly in the data analysis, the responses to 
"How does this problem interfere with care" assisted the 
judges to later classify the problems because it often 
explained the intent of the respondents and the context for 
the problems they identified. 
Inter-rater reliability of the judges who categorized 
the responses was also generally assessed and deemed ade¬ 
quate. Each of three judges received explanation by tele¬ 
phone that the respondents had described problems and that 
each problem needed to be categorized for data analyses. 
Copies of the completed questionnaires were delivered along 
with a list of criteria that generally described each 
category (see Appendix K) . Each judge returned the data 
within a week. On inspection it was clear that there was 
general agreement among the judges for most items. Of the 
692 problems identified there was agreement by at least two 
of the three judges on 625 problems or on ninety percent of 
the problems. This seems to suggest that there was 
consistency among the judges in their tendency to choose a 
classification for each problem that was identified. 
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The tool seemed to elicit responses consistent with the 
purpose for which it was intended. 
Validity. Face validity of the instrument appears 
sound, it is focused on the information needed — the identi¬ 
fication of problems and perceptions about who should 
initiate action to solve problems. Further, the content 
validity also is evidenced by the responses in the pilot 
studies as well as the classification of problems by the 
expert judges. Staff nurses who discussed the tool after 
pilot testing generally agreed that it was clearly asking 
for problems in the work place that affect how nurses 
deliver care. The ninety percent agreement among the judges 
also suggests the responses fit the framework that was 
established in the previous work environment studies of 
Goodman and Wandelt. Contrast validity could be addressed 
by comparing responses to the tool between diverse groups - 
for example, data from a group whose work environment is 
purported to be excellent, such as the Loeb Center in New 
York, could be contrasted to one in which a strike is 
imminent. 
The Practice Environment Interview Guide for High and Low 
Scorers 
As described earlier, 5 high and 5 low scorers were 
interviewed in order to broaden the data base, explore 
similar data from a different perspective, and examine 
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Hypotheses I and II more thoroughly. The interview guide 
provided structure for the interview so that each meeting 
was conducted as similarly as possible to all others. 
Thirty minutes was planned for each interview. The subject 
was greeted and a short overview of the steps of the meeting 
was given which included: 
1. You are about to see a video tape that lasts about 
eight minutes and depicts two hospital situations 
that nurses typically see. 
2. Please view the tape and when it is over, identify 
any problems that you saw in the tape that would 
interfere with nurses delivering the best possible 
care to patients. 
3. Also identify any other problems that you believe 
exist in hospitals that deter nurses from 
delivering care that come to mind while viewing 
the tape. 
4. No "right" or "wrong" answers are being solicited, 
I am interested in whatever responses are true for 
you. 
Following their viewing of the tape the subjects were 
guided by the researcher who asked, "What conditions, if 
any, did you notice that would serve as problems or obsta¬ 
cles to nurses who are trying to deliver quality care? 
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(The researcher took notes as the subjects responded.) 
Following that response each subject was asked "anything 
else...?" Following that response the subject was asked, 
"Can you think of any other problems that were either 
depicted in the tape or that you consider to be a problem in 
hospitals that keep nurses from doing the best job they 
can?" Finally each subject was asked, "Now that you have 
identified these problems what are your thoughts about who 
should act to find solutions to these problems?" (For a copy 
of the interview guide please see Appendix E) 
Methods of Data Collection and Analysis 
Following the attainment of the cooperation of the five 
hospitals described in the previous section questionnaires 
were mailed or distributed through the hospital mail to a 
population of 267 staff nurses working in 5 general 
hospitals in Eastern Massachusetts. The questionnaires were 
mailed between March 1st and April 1st and analysis was 
begun on May 1st, 1985. 
The data from the Practice Environment Inventory and 
the Bern Sex Role Inventory was computed for each respondent. 
On the BSRI, Likert type responses on a 1-7 scale were 
totaled for each masculine, feminine and neutral category. 
The mean score derived in each category was compared to the 
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defined standard as described in the instrumentation 
section. Each respondent was then assigned a sex-type 
designation of masculine, feminine, androgynous or 
undifferentiated. More specific detail is reported in 
Chapter IV. 
Next the Practice Environment Inventory Scores were 
tallied by counting the number of problems identified by 
each subject. This total was divided into problems 
identified in actual and hypothetical work environments, 
thereby creating 2 additional scores. Other scores were 
computed by categorizing the problems into nine types and 
counting the numbers in each category. The nine types were 
further divided into those identified in actual and 
hypothetical work settings. Finally the number of times 
that each respondent chose "staff nurse" as the person who 
should initiate action to solve the problems identified was 
counted. This process consisted of three steps: 1) All 
initiator responses on the PEI were reviewed, 2) All 
initiator responses were sorted into the six categories that 
were represented. * (Director of Nurses, Other Nurse 
Managers, Hospital Administrators, Physicians, Staff Nurses, 
and Others), and 3) All Staff Nurse responses were noted and 
counted, Figure 2. shows the organization of the sixty 
scores possible to obtain on the PEI. 
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Numbers of Problems I dentified 
_CATEGORY_ 
One Two Three Four Five Six Seven Eight Nine Total 
Actual 
Hypothet- 
cal 
Total 
Number of Times Nurse as Initiator Identified 
_CATEGORY_ 
One Two Three Four Five Six Seven Eight Nine Total 
Actual 
Hypothet 
cal 
Total 
Figure 2: Graphic Representation of Possible PEI Scores 
The BSRI scores and the PEI scores were utilized to 
address the research question and the two hypotheses. The 
scores were inspected, related, and manipulated employing 
appropriate statistical methods. This process is described 
in detail in Data Analysis section of this chapter. 
The final phase of data collection was that obtained 
through interview with the five high and five low scorers. 
Following selection of these subjects each was contacted by 
telephone and invited to participate in a personal 
interview. Each was willing and a mutually agreeable time 
and place was chosen. Three were interviewed in their own 
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homes and seven were interviewed in a conference room in 
their respective agencies. Three were from a small 
hospital, one from the medium sized hospital and six from 
the large hospital. Each interview was structured as 
similarly as possible. Thirty minutes was planned for each. 
The interviewer met with each interviewee privately and 
used the interview guide to direct the steps of the 
interview. The researcher used open- ■ended questions, as 
suggested by Kerlinger (1973) , to supply a frame of 
reference for respondents' answers, while putting a minimum 
of restraint on the answers and their expression (p. 483). 
The interviewee viewed a video tape and then was 
directed to respond by telling the interviewer of problems 
she saw depicted in the tape that would deter nurses from 
delivering good care. The Video tape was a collection of 
short excerpts from Dimensions of Leadership in Nursing 
produced by the American Journal of Nursing Co. (1977). 
Probing was used when responses were unclear or ambiguous 
and several opportunities for the interviewee to expand or 
add information was structured. See Appendix E for a copy 
of the interview guide. 
Data Analysis. The data collected from the BSRI, the 
PEI, and the PEI Inventory Guide were summarized and 
subjected to statistical manipulation. The research 
question was addressed by computing the scores of the BSRI 
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and determining the sex-type groups represented in the 
sample. A chi square test was used to determine if the 
distribution of the four sex-type groups represented in the 
sample was similar to or different from 1) a distribution 
found by chance or, 2) a distribution that was reported as a 
normative sample of females tested by Bern in 1978. 
Null Hypotheses I and II were tested using Analyses of 
Variance procedures. The number of subjects in each 
sex-type group was related to the number of problems 
identified and the number of times staff nurse was chosen as 
the person who should initiate action to solve the 
identified problems. This data was tested further after 
organizing it into several smaller categories which 
included: 
1. Number of problems identified in actual work 
settings. 
2. Number of problems identified in hypothetical work 
settings. 
3. Number of problems identified in each of nine 
defined categories. 
4. Number of problems identified in each of nine 
defined categories in actual work settings. 
5. Number of problems identified in each of nine 
defined categories in hypothetical work settings. 
The same classification system was used to categorize 
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the data that identified the staff nurse as the one who 
should initiate action to solve the problems identified. 
Additional data that was analyzed to address Null 
Hypotheses I and II was that collected through personal 
interviews with the ten high and ten low scorers. Since the 
number of subjects in the high (N=5) and low (N=5) 
categories was not in the range appropriate to meaningful 
inferential statistical computation this data analysis was 
restricted to descriptive statistics and narrative 
discussion. 
The results of the data analyses is found in the next 
chapter. 
Summary 
This chapter has delineated the components of the 
research approach. The design was ex-post facto in nature, 
a descriptive study employing a mailed survey followed by 
interviews with selected subjects. The sample was attained 
after lengthy negotiations with various hospitals to gain 
approval to survey their nurse employees. 
Each instrument was described and data relevant to 
reliability and validity was presented as well as pertinent 
information about the design process. 
Finally, the data collection process was explained as 
well as the plan for data analyses. The next chapter 
contains the results of the study in terms of data, findings 
and interpretation. 
CHAPTER IV 
ANALYSIS AND FINDINGS 
This Chapter presents the analysis and the findings of 
the study. Three instruments, the Bern Inventory, the 
Practice Environment Inventory and the Practice Environment 
Inventory Interview Guide served as data collection tools. 
Chi square calculations, analysis of variance and 
descriptive statistics were utilized to answer the research 
question and test two null hypotheses. The data are 
presented for the research question and each hypotheses. 
Research Question I 
What is the nature of the distribution among female 
nurses who practice in five general hospitals in Eastern 
Massachusetts into the four sex-type groups as determined by 
the Bern Sex Role Inventory (BSRI)? 
This question sought to examine the data provided by 
the respondents and see what pattern of sex-typing existed. 
How each sex-type category was represented in the sample was 
of primary interest. Descriptive statistics were used to 
examine the nature of the distribution and a Chi square 
calculation was applied to compare the distribution in this 
sample to a distribution of chance and to a distribution 
studied by Bern and reported in the BSRI Professional Manual 
(1981, p.7) . 
The sex-type classification of nurses. In order to estab- 
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lish the sex-type of each subject and explore the nature of 
the distribution of sex-type among the respondents in the 
sample the scores of the Bern Sex Role Inventory were calcu- 
lated. 
As discussed in Chapter Three, scores of 5.10 or above 
on the feminine items and below 4.80 on the masculine items 
indicate a sex-type of feminine. Scores of 4.80 or above on 
the masculine items and below 5.10 on the feminine items 
indicate a sex-type of masculine. Scores at or higher than 
both these standard medians indicate a sex-type of 
an<^ro<3Ynous • Scores lower than both these standards 
indicate a sex-type of undifferentiated. Classification of 
sex-type for each subject in this research is found in 
Appendix L. A summary of these scores showing the 
distribution of the four sex-type groups represented in the 
sample follows in Table 5. 
TABLE 5 
Frequency Distribution of Subjects 
in Each Sex-Type Group (N=62) 
Sex-Type Numbers Percent 
Masculine 11 17.7 
Feminine 15 24.2 
Androgynous 21 33.9 
Undifferentiated 15 24.2 
Total 62 100.0 
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As noted in Table 5, the androgynous sex-type was most 
represented in the sample, comprising 21 subjects or 33.9 
percent. Feminine and Undifferentiated were next with 15 
subjects each or 24.2 percent. The masculine sex—type was 
least represented with 11 or 17.7 percent. 
This pattern of distribution shows that the androgynous 
sex-type is the most prevalent one among this group of 
nurses. This is contrary to the expectation that the 
feminine sex-type would be the one most represented. 
Although, as has previously been discussed, nursing is a 
profession that presumably attracts "nurturers" and whose 
socialization encourages passiveness, this study does not 
support this logical premise and suggests that other factors 
may be present and could be explored to promote further 
understanding of the process of sex-typing among nurses. 
Statistically, however, no significant differences were 
apparent between this sample's distribution and two other 
distributions to which it was compared when a Chi square 
test was applied. 
When compared to a distribution that would occur by 
chance the chi square value was 3.26 (See Table 6) . Since 
3.26 does not exceed 7.815 (The critical value that must be 
exceeded to show significance at the p level of 0.05 with 3 
degrees of freedom) the findings indicate the two distribu¬ 
tions were not found to differ. 
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TABLE 6 
Sex-Type Group Distribution of Research Sample and Sample Occurring by Chance 
Sample Masculine Feminine Androgynous Undifferentiated Total 
Research 11 15 21 15 62 
Chance 15.5 15.5 15.5 15.5 62 
X2 =3.26 NS at p = < .05 Df = 3 
When compared to a sample tested by Bern in 197 8 a 
similar finding was apparent. (See Table 7) 
TABLE 7 
Sex-Type Group Distribution of Research Sample and Sample Tested by Bern, 1978 
Sample Masculine Feminine Androgynous Undifferentiated Total 
Research 11 15 21 15 62 
Bern 7.4 24.2 18.6 11.2 *61.4 
X2 = 6.17 NS at p = < .05 Df = 3 
* Difference from N=62 due to rounding. 
The research reported by Bern was conducted with a large 
sample (N=340) of female undergraduate students at Stanford 
University in 1978. Although age, professional experience, 
geographic location, and educational background would 
probably be markedly different between the populations 
represented, again, no statistically significant difference 
was found. 
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Since the distributions examined shed little light on 
the factors that may be operating to influence the presence 
of any of the sex-type groups, few speculations can be 
proposed. The apparent even distribution among the 
sex-types is surprising given the conceptual framework. 
Perhaps nurses are less influenced by their socialization 
than thought to be. Perhaps nurses are more representative 
in sex-type to the general population of females rather than 
restricted to stereo-typed roles. 
Null Hypothesis I 
There are no significant differences among the four 
sex-type groups of female nurses practicing in five 
hospitals in Eastern Massachusetts and their identification 
of problems in the work setting (as measured by the Practice 
Environment Inventory) that hinder their effectiveness in 
providing optimal services to clients. 
Since gender schema theory postulates that sex-typed 
individuals attune their behavior to be consistent with the 
culturally ascribed behaviors attached to their sex-type it 
was thought that perhaps problem identifying behaviors would 
be associated with masculine or androgynous sex-types. In 
order to test this hypothesis the problem identification 
scores were calculated and an Analysis of Variance was 
carried out to see if the difference between the number of 
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problems identified by each of the four sex-typed groups was 
significantly greater than the number identified within each 
group. If the ivariation between the groups is significantly 
larger than^the>variation within the groups it would suggest 
that there -• i:s a relationship between sex-type groups and 
identification of problems. 
Problem- identification scores. These scores were 
determined by reviewing and tabulating the responses of the 
Practice Environment Inventory. The inventory solicited 
information in two areas; Actual Work Environments where 
nurses were asked to identify problems found in their actual 
work settings and Hypothetical Work Environments where 
nurses were given six hypothetical work situations and asked 
to identify problems represented in them. The maximum 
number of problems identified by any one subject in Actual 
Work Setting was eight and the maximum number of problems 
identified by any one subject in the Hypothetical Work 
Setting was seventeen. Therefore the range of possibilities 
for numbers of problems identified was Actual 0-8, 
Hypothetical 0-17 or Total 0-25. 
Actual, Hypothetical and Total numbers of problems 
identified by ^ach subject in this research is found in 
Appendix M. Table 8 shows the total numbers of problems 
identified .in-Actual and Hypothetical work settings. 
96 
TABLE 8 
Total Problems Identified by Subjects (N=62) 
Work Settings 
Number 
Problems 
Identified Mean 
Standard 
Deviation 
Actual 188 3.03 2.05 
Hypothetical 504 8.13 3.42 
Total 692 11.16 4.56 
As shown in Table 8 , 692 problems were identified by 
the 62 subjects, the mean number of problems identified by 
each subject was 11.16, with a standard deviation of 4.56. 
188 problems in Actual work settings were identified by the 
62 subjects. The mean number of problems in actual work 
settings identified by each subject was 3.03 with a standard 
deviation of 2.05. 504 problems in hypothetical work 
settings were identified with the mean number of problems 
identified by each subject being 8.13 (1.3 problems per 
hypothetical situation) with a standard deviation of 3.42. 
The numbers of problems identified by each sex-type 
group are illustrated in Figure 3. A distinction is made in 
the graph to show the breakdown of problems identified in 
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Masculine Feminine Androgynous Undifferen 
tiated 
N®11 N=15 N=21 N*15 
Figure 3. Total number of problems (Actual plus Hypothetical) Identified by each 
Sex-type Croup. 
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Figure 4. Mean Number of Problems Identified by Each Sex-Type Group. 
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the actual and hypothetical work settings. 
The mean number of problems identified by each sex-type 
group is found in Figure 4. 
When the analysis of variance results were obtained it 
was determined that there were no significant differences 
between sex-type and numbers of problems identified by each 
group. (See Table 9). 
TABLE 9 
Summary Statistics and Analysis of 
Variance for Numbers of Problems Identified by Sex-Type Groups 
Sex-Type Number of Mean Number Standard N 
Problems of Problems Deviation 
Masculine 101 9.18 2.89 11 
Feminine 190 12.67 4.82 15 
Androgynous 230 11.00 4.36 21 
Undifferentiated 171 11.40 5.34 15 
Total 692 11.16 4.56 62 
Analysis of Variance 
Sum of Mean 
Source Squares df Square F Significance of F 
Between Groups 78.8 3 26.29 
Within Groups 1189.52 58 20.51 1.29 0.29 
Total 1268.39 61 
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Further analysis was done to test hypothesis I by 
examining the relationship between sex-type and the number 
of problems identified in actual and hypothetical work 
settings. No significant relationship was found in either 
of these settings as seen in Tables 10 and 11. 
TABLE 10 
Summary Statistics and Analysis of 
Variance for Numbers of Problems Identified by Sex-Type Groups In Actual Work Settings 
Sex-Type Number of Mean Number Standard N 
Problems of Problems Deviation 
Masculine 23 2.09 1.14 11 
Feminine 49 3.27 2.25 15 
Androgynous 63 3.00 1.87 21 
Undifferentiated 53 3.53 2.50 15 
Total 188 3.03 2.05 62 
Analysis of Variance 
Source Sum of df Mean F Significance of F 
Squares Square 
Between Groups 14.36 3 4.79 
Within Groups 241.58 58 4.17 1.15 0.34 
Total 255.94 61 
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TABLE 11 
Summary Statistics and Analysis of Variance for Numbers of 
Problems Identified by Sex-Type Croups Hypothetical Work Settings 
Sex-Type Number of Mean Number Standard 
Problems of Problems Devi at ion N 
Masculine 78 7.09 2.30 11 
Feminine 141 9.40 4.07 15 
Androgynous 167 7.95 3.44 21 
Undifferentiated 118 7.87 3.34 15 
Total 504 8.13 3.42 62 
Analysis of Variance 
Source Sum of df Mean F Significance of 
Squares Square F 
Between Groups 37.77 3 12.59 
Within Groups 677.19 58 11.68 1.08 0.37 
Total 714.96 61 
Findings from Interviews of High and Low Scorers The 
Practice Environment Inventory Interview Guide (Appendix E) 
was utilized to elicit information from the five high 
scorers (those who identified the greatest number of 
problems) and the five low scorers (those who identified the 
least number of problems). Review of these recordings 
revealed the following findings: three of the four 
sex-types were present in the high scorers and the low 
scorers, see Figures 5 and 6 for the distribution of the 
sex-types represented in each group. 
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Mascu- Feminine Androgynous Undifferen- 
^ne tiated 
Figure 5. Distribution of sex-type of high scorers. 
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Mascu- Feminine Androgynous Undifferen- 
line tiated 
Figure 6. Distribution of sex-type of low scorers. 
The number of problems identified by high scorers was 
36 while low scorers identified 21. The total and mean 
number of problems organized according to the sex-type of 
the high and low scorers are presented in Tables 12 and 13. 
There were no masculine sex-typed subjects among the high 
scorers and no feminine sex-typed subjects among the low 
scorers. 
TABLE 12 
Total Number of Problems Identified by Each 
Sex-type of High and Low Scorers 
Number of Problems Identified 
Masculine Feminine Androgynous Undifferentiated Total 
High Scorers 0 (M=0) 16 (N=2) 5 (N=1) 15 (N=2) 36 
Low Scorers 8 (N=2) 0 (N=0) 4 (N=1) 9 (N=2) 11 
Total 8 (N»2) 16 (N=2) 9 (N=2) 24 (N=4) 57 
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TABLE 13 
Mean Number of Problems Identify bv 
F _-f II? L li ■ . -- 
Mean 
^^ Lypc ui 
Number of 
mqn ana low bcorers 
Problems Identified 
Masculine Feminine Androgynous Undifferentiated 
High Scorers 0 8 5 7.5 
Low Scorers 4 0 5 4.5 
SEX-TYPE GROUP 
Figure 7. Comparison mean number of problems identified by total sample, high 
scorers and low scorers. 
A comparison of the patterns of response of mean number 
of problems identified by the total sample, the high scorers 
and the low scorers organized according to each sex-type 
group is presented in Figure 7. 
Further analysis was done to test Hypotheses I by 
testing for a relationship between sex-type and the number 
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of problems identified in each problem category. These 
findings are presented next. 
Scores_of problem identification in each category. All 
problems that were identified were categorized by 3 judges 
working independently. The categories were based on those 
reported by Goodman in her research on work environments for 
nurses in Massachusetts (1982) . Judges were given written 
instructions which included criteria for each problem 
category (see Appendix K) . The titles of the categories 
utilized for both actual and hypothetical work settings are 
found in Figure 8. 
Categories Utilized to Classify Problems 
Category Number Category Title 
1 Professional Role 
2 Administrative Support 
3 Physician-Nurse Relationship 
4 Educational Issues 
5 Economic Issues 
6 Working Conditions 
7 Working Schedules 
8 Transportation/Time Issues 
9 Miscellaneous 
Figure 8. Categories utilized to classify problems. 
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Each judge was given a copy of each respondents' 
completed Practice Environment Inventory and instructed to 
consider each response and, if possible, assign it to one of 
the categories. Each judge was a nurse with a masters 
degree in nursing and several years of clinical and nursing 
education experience. Two were faculty members at Fitchburg 
State College and one (a former faculty member) was a 
clinical specialist at a university hospital. Each judge 
had a maximum of one week to record her categorization on a 
work sheet provided by the researcher (see Appendix K). The 
judges' work sheets were reviewed by the researcher and when 
at least 2 of the 3 judges agreed on the category for a 
problem then the problem was assigned accordingly. When 
there was lack of agreement among the judges the problem was 
categorized as number 9 or miscellaneous. As reported in 
chapter three, where reliability of the instrument was 
discussed, at least two judges were in agreement ninety 
percent of the time. Table 14 presents the numbers of 
problems identified in each category. 
TABLE 14 
Numbers of Problems Identified in Each Category 
Category Number 
Work Setting 1 2 3 4 5 6 7 8 
9 Total 
Actual 65 41 13 11 5 30 8 
0 15 188 
Hypothetical 205 108 51_ _4 37 27 _2 
3 67 504 
Total 270 149 64 15 42 57 
10 11 82 692 
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As can be seen from the table, 188 problems were 
identified by the staff nurses relative to their actual work 
settings. Category one (Professional role issues) was 
chosen most often (34.6%) as a problem area for nurses. 
Category Two (Administrative Support) was the category 
chosen next (21%) . This trend is also evident in the 
hypothetical problems identified and again within the 
overall totals. The criteria utilized to describe the sense 
of each problem category is found in Figure 9. 
These findings are similar to those found by Goodman in 
"The Conditions Associated with RN Employment (1982). She 
reports that 25 percent of the sampled unemployed nurses 
considered professional role issues to be an important 
factor in their decision to leave nursing while 24 percent 
of the sampled employed nurses indicated dissatisfaction 
with these issues. Goodman also reports that nearly 30 
percent of the unemployed nurses regarded lack of 
administrative support as important to their leaving nursing 
and almost one third of the employed nurses stated 
dissatisfaction with the support they receive from 
administration (p. 28). 
Table 15 shows how problems in each category were 
identified by each sex-type. 
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#1 Professional Role 
Insufficient patient contact. Lack of competence in 
nursing staff. Insufficient emphasis on individualiz¬ 
ed care. Not allowed to exercise nursing judgement 
for patient care. Lack of environment which provides 
nurse with a sense of worth as a member of the health 
care team. 
#2 Administrative Support Lack of support given by the nursing office. Lack of 
support given by the administrative staff of the 
facility. Inadequate staffing. 
#3 Nurse/Physician Relationship Lack of positive professional interactions with 
physicians. 
#4 Educational Issues Unavailability of in-service education. Lack of 
opportunity for continuing education. Lack of up-to- 
date techniques and programs. 
#5 Economic Benefits Inadequate salaries. Inadequate fringe benefits. 
#6 Adequacy of Working 
Conditions 
Inadequate supplies and equipment. Inadequate physical 
plant. Too much paper work. Too many non-nursing 
tasks required. 
#7 Desired Schedule/Position Unavailability of full-time employment. Unavailability 
of part-time employment. Unavailability of desired 
work schedule. Unavailability of a position in desired 
speciality area. 
#8 Time Demands of 
Transportation on Family 
Excessive travel to and from employment. 
Unavailability of transportation. 
Unavailability of safe parking. 
Prohibits fulfillment of family responsibilities. 
Unavailability of acceptable child care facilities. 
#9 Mi seel 1aneous Any problem that does not fit numbers 1-8, 
Figure 9. Criteria utilized to define each category. 
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Further analysis was done to test Hypotheses I by testing 
for a relationship between sex-type and the number of 
problems identified in each problem category. First, the 
numbers and the mean numbers of problems were identified in 
actual and hypothetical settings for each category, as shown 
in the table. 
Analysis of Variance was applied to the data to test 
for any significant relationship between the numbers of 
problems identified in each category by each sex-type group. 
These data are presented in Table 16. 
TABLE 16 
Analysis of Variance for Sex-Type Groups and Numbers of Problems 
Identified in Each Category 
Source Sum Mean Si gnifi- 
of Squares df Squares F cance of 1 
1. Professional Role 
Actual Work Settings 
Between Groups 0.45 3 0.15 0.12 0.95 
Within Groups 76.40 58 1.32 
Total 76.85 61 
Hypothetical Work Settings 
Between Groups 15.35 3 5.12 1.10 0.36 
Within Groups 269.83 58 4.65 
Total 275.18 61 
Total 
Between Groups 16.36 3 5.45 0.87 0.46 
Within Groups 361.83 58 6.24 
Total 378.19 61 
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TABLE 16 (continued) 
Analysis of Variance for Sex-Type Groups and Numbers of Problems 
Identified in Each Category 
Source Sum Mean 
of Squares df Squares F 
2. Administrative Support 
Actual Work Settings 
Between Croups 1.44 3 0.48 0.76 
Within Groups 36.45 58 0.63 
Total 37.89 61 
Hypothetical Work Settings 
Between Groups 15.35 3 5.12 1.10 
Within Groups 269.83 58 4.65 
Total 285.18 61 
Total 
Between Groups 1.18 3 0.39 0.21 
Within Groups 107.74 58 1.86 
Total 108.92 61 
3. Nurse/Physician Relationships 
Actual Work Settings 
Between Groups 1.48 3 0.49 2.65 
Within Groups 10.79 58 0.19 
Total 11.27 61 
Hypothetical Work Settings 
Between Groups 2.79 3 0.93 1.67 
Within Groups 35.26 58 0.56 
Total 38.05 61 
Total 
Between Groups 8.28 3 2.76 3.22 
Within Groups 57.94 58 0.86 
Total 66.22 61 
4. Educational Issues 
Actual Work Settings 
0.06 0.31 Between Groups 0.17 3 
Within Groups 10.87 58 0.19 
Total 11.04 61 
Hypothetical Work Settings 
Between Groups 0.81 3 0.27 
5.33 
Within Groups 2.93 58 0.05 
Total 3.74 61 
Total 2.81 
Between Croups 1.70 3 0.57 
Within Groups 11.67 58 0.20 
Total 13.37 61 
Signifi- 
cance of F 
0.52 
0.36 
0.89 
0.06 
0.18 
0.03 
0.82 
0.03 
0.05 
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TABLE 16 (continued) 
Analysis of Variance for Sex-Type Groups and Numbers of Problems 
Identified in Each Cateqor> 
Source Sum Mean 
of Squares df Squares F 
5. Economic Issues 
Actual Work Settings 
Between Groups 0.16 3 0.05 0.69 
Within Groups 4.44 58 0.08 
Total 4.60 61 
Hypothetical Work Settings 
Between Groups 0.60 3 0.20 0.41 
Within Groups 28.31 58 0.49 
Total 28.91 61 
Total 
Between Groups 0.32 3 0.11 0.16 
Within Groups 37.23 58 0.64 
Total 37.55 61 
6. Working Conditions 
Actual Work Settings 
Between Groups 2.08 3 0.69 1.28 
Within Groups 31.41 58 0.54 
Total 33.49 61 
Hypothetical Work Settings 
Between Groups 0.76 3 0.25 0.79 
Within Groups 18.49 58 0.32 
Total 19.25 61 
Total 
Between Groups 5.05 3 1.68 1.76 
Within Groups 55.55 58 0.96 
Total 60.60 61 
7. Schedule/Positions 
Actual Work Settings 
Between Groups 0.26 3 0.09 0.58 
Within Groups 10.79 58 0.19 
Total 11.05 61 
Hypothetical Work Settings 
0.72 Between Groups 0.07 3 0.02 
Within Groups 1.87 58 0.03 
Total 1.94 61 
Total 
0.67 Between Groups 0.35 3 0.12 
Within Groups 10.04 58 0.17 
Total 10.39 61 
Signifi¬ 
cance of F 
0.56 
0.74 
0.92 
0.29 
0.50 
0.17 
0.63 
0.54 
0.57 
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TABLE 16 (continued) 
Analysis of Variance for Sex-Type Groups and Numbers of Problems 
Identified in Each Category 
Source Sum Mean Signi- 
of Squares df Squares F cance of F 
1. Time/TransDortation 
Actual Work Settings 
Between Groups 0.00 0 0.00 0.00 0.00 
Within Groups 0.00 0 0.00 
Total 0.00 0 
Hypothetical Work Settings 
Between Croups 0.06 3 0.02 0.71 0.54 
Within Groups 1.87 58 0.03 
Total 1.93 61 
Total 
Between Groups 0.07 3 0.02 0.71 0.54 
Within Groups 1.87 58 0.03 
Total 1.94 61 
1. Miscellaneous 
Actual Work Settings 
Between Groups 0.35 3 0.18 0.40 0.75 
Within Groups 17.02 58 0.29 
Total 17.37 61 
Hypothetical Work Settings 
Between Groups 11.31 3 3.77 1.83 0.15 
Within Groups 119.29 58 2.06 
Total 130.60 61 
Total 
Between Groups 10.33 3 3.44 1.38 0.26 
Within Groups 145.21 58 2.50 
Total 155.54 61 
As can be seen in Table 16 significance at the p=.05 
alpha level was found between sex-type and total number of 
problems in category three, nurse/physician relationships as 
well as in hypothetical and total number of problems in 
category 4, educational issues. 
Upon inspecting the means reported in Table 15 it can 
be seen that both feminine and undifferentiated subjects 
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appear to differ significantly from masculine and 
androgynous subjects in the numbers of actual problems they 
identified that were categorized as nurse-physician rela¬ 
tionship problems. This may reflect the fact that although 
the trend is changing, medicine is still a male dominated 
profession and nurses who are feminine sex-typed may per¬ 
ceive physicians as more threatening or more representative 
of authority than other sex-typed individuals and therefore 
see physicians as a greater problem area than others. Since 
the undifferentiated category reflects a neutral identifica¬ 
tion no implication related to sex-typed identity seems 
obvious. 
The apparent significant relationship found between 
sex-type and educational issues also stimulates speculative 
thought. Although a strong significance value appears with 
hypothetical category four, again, on inspection of Table 15 
one must consider that only four problems were placed in 
that category. However, all four were chosen by one 
sex-type, the undifferentiated group. One could speculate 
again that since this group lacks identification with either 
masculine or feminine stereotypical traits no gender related 
relationship can be implied and some other variable may be 
involved. One would also consider the relationship in this 
case as perhaps more artifactual than real due to the small 
number of problems involved in the category. The 
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total number of problems in category 4 also shows a 
significant relationship with the undifferentiated category 
accounting for the significant difference. 
Finally, personal interviews with the high and low 
scorers contributed data that seems to be in accord with the 
original sample data. 
The subjects interviewed commented, explained, and 
expanded on the problems they identified. These comments 
generally fell into a few repetitive areas which are 
presented here with a composite of comments in Table 17. 
TABLE 17 
Problem Areas and Comments Expressed in Interviews 
Problem Area 1 
"Administration does not trust professional judgement of staff nurses." 
Comments: 
"I can't get paid for overtime unless it is approved by the supervisor first." 
"If staffing is inadequate I still have to accept a new admission because I'm 
told to." 
"Documentation takes priority over call, I have to choose between making time to 
document what I did or spend more time with my patient." 
"Nurse managers don't backup staff, I get response when I screw up but I don't 
get rewarded for good work." 
"Emphasis on care plans have caused nurses to be robots, they don't have to use 
their own judgement anymore so don't need RNs ■ anyone can do it." 
Problem Area 2 
"Too much emphasis on care plans and documentation instead of care." 
Comments: 
"The expectations are unrealistic, if you're busy with patients there is no time 
for care plans." 
"Care plans waste time that should be spent with patients." 
"If care plans are so necessary the head nurses should write them." ^ 
"Not enough time to get plans done, staff nurses have got to help each other." 
"Care plans are too theoretical, they're OK in school." 
"Evaluations are based on how well you document, I may be doing a great job of 
nursing but if I do a poor job of documenting I'll get a poor evaluation." 
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TABLE 17 (continued) 
Problem Areas and Comments Expressed in Interviews 
Problem Area 2 (continued) 
"We're told we are not going to get any raises until we get our care plans done. 
"Higher ups lose sight of patients in bed." 
Problem Area 3 
"Too much of nursing is spent on non-nursing tasks." 
Comments: 
"Too much time on secretarial tasks - telephoning, errands, and cleaning." 
"Paper work is increasing all the time we need to incorporate computers." 
"Paper work is the number one evil." 
"It becomes a 'mother's job', nurses try to meet the needs of everyone in the 
hospital." 
"The emphasis is on getting tasks done instead of giving complete care." 
"Need non-nursing personnel to run errands." 
"There is a demand for more education but you still get treated like 
non-professional s." 
"Too much physical work like transporting patients." 
"Everything falls on the nursing staff." 
Problem Area 4 
"Staffing is inadequate." 
Comments: 
"We don't have coverage for mealtime so we eat on the unit when we can." 
"We never have enough staff to give really good care." 
"We need to hire more nurses especially ones who know what they are doing. 
"More aids would help but then they get to do the nurses work and nurses' have 
to do the meds." 
"It's very frustrating to work short staffed, deliver inadequate care and get no 
satisfaction." 
"There may be bodies but there is a lack of qualified licensed personnel." 
"Too many new people." 
"They say there's no money for staff then they buy a cat-scan when there's one 
twenty minutes away." 
Problem Area 5 , 
Lack of communication among staff nurses and between staff and higher levels o 
management. 
Comments: 
"We need a structured forum for regular staff communication." 
"There is a lack of caring and support for each other." 
"Problems need to be communicated before something can be done. 
"Communication needs to be open, people assume too much." 
"Nurses are too picky with each other. 
"Administration doesn't back nurses up." 
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TABLE 17 (continued) 
Problem Areas and Comments Expressed in Interviews 
Problem Area 5 (continued) 
"If you speak up it is seen as complaining and used against you." 
"Head nurse will pacify you but major stumbling block is beyond head nurse." 
"Maybe a union would help." 
"Nurses need to speak up more, be more assertive and let public know we are not 
the way we are depicted on most TV shows." 
"Nurses complain to the wrong people." 
"With communication between administration and nurses change is possible." 
"Nurses tend to feel they can't change things." 
"Nursing administrators are not open to communication from staff." 
"Criticism doesn't work 'I do my own thing.'" 
"Need more communication between hospitals and nursing schools." 
"Nursing must speak up and define its professionalism." 
Problem Area 6 
Lack of Adequate Salaries 
Comments: 
"We get small raises and I don't think it will improve." 
"We should be paid better but we don't because we're women." 
"More money would be great but this is not a realistic expectation." 
Problem Area 7 
Lack of Adequate Time Schedules 
Comments: 
"We often have to work the evening before a day off." 
"We work 6-8 day stretches before having a day off." 
"We have to work rotating shifts." 
Problem Area 8 
Educational Issues 
Comments: 
"They don't teach you how it's really going to be." 
"We need more clinical experience." 
"BSNs are made to feel guilty for having a degree." 
"ANA and educators are to blame - they emphasize theory and specialization 
instead of practice." 
"Nurses get shoved into situations they are not prepared for. 
Problem Area 9 
Miscellaneous Problems 
Comments: 
"Housekeeping is poor." t| 
"Public does not understand or appreciate the status of nurses. 
"Nurses don't have a space of their own." 
"I wish nursing had more recognition and sta." 
"Parking facilities are inadequate." 
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Although systematic classification and statistical analyses 
was not carried out it can be seen on inspection of Table 17 
that the greatest areas of concern were concentrated on 
Professional Roles, Non-Nursing Tasks and Lack of 
Administrative Support Issues. 
After consideration of all the problem identification 
data, Hypothesis I was not rejected. No significant 
relationships were revealed between sex-type and numbers of 
actual, hypothetical and total problems. Although 
significant findings were evident between sex-type and 
specific categories of problems, namely nurse/physician 
relationships and educational issues little confidence can 
be held for these findings. Fifty-eight tests for 
significance were performed on the data and it must be 
acknowledged that at the p=.05 level of significance it is 
to be expected that three of these tests could indicate 
significance by chance alone. 
Null Hypotheses II 
There are no significant differences among the four sex-type 
groups of female nurses practicing in 5 hospitals in eastern 
Massachusetts and their perception that staff nurses should 
initiate action necessary to solve the problems identified 
(by the Practice Environment Inventory) that hinder their 
effectiveness in providing optimal service to clients. 
Since the theoretical rationale asserts that persons 
match their behavior to their sex-type this hypothesis 
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sought to explore the relationship between sex-type and 
nurses' belief that they should initiate action to solve 
problems. Since action to solve problems is generally seen 
by society as behavior appropriate for the masculine role in 
the culture then perhaps masculine or androgynous sex-types 
would be likely to choose staff nurse as initiator more 
often than others. 
- urse———initiator_scores . For each problem identified in 
actual and hypothetical settings respondents were asked to 
identify who (by title) should initiate action to solve the 
problem (not all subjects identified an initiator for every 
problem). Although respondents named several different 
initiators. The number of times the staff nurse was identi¬ 
fied was of primary interest to this study. Table 18 shows 
the summary of the times the staff nurse was chosen as the 
appropriate problem solving initiator. 
TABLE 18 
Number of Problems in Which Staff Nurse was 
Named as the Appropriate Problem-Solving Initiator 
Nurse as Others as 
Initiator Initiator Total 
Actual Work Settings 50 (28.9%) 123 (71.1%) 173 
Hypothetical Work Settings 225 (48.6%) 238 (51.4%) 463 
Total 275 (43.2%) 361 (56.8%) 636 
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For all actual problems identified respondents believed 
that the staff nurses were responsible for initiation of 
action to solve the problem 27 percent of the time. Of all 
hypothetical problems identified, nurses believed that staff 
nurses were responsible for initiating action to solve the 
problems 45 percent of the time. Similarly, for the total 
problems identified, staff nurses were picked as the 
aPPropriate group for the initiation of action 40 percent of 
the time . 
All "Who should initiate?" responses were reviewed and 
sorted into the five major categories which were chosen most 
often, as well as a sixth category for "others". The number 
of times each category was chosen by the respondents as the 
one who should initiate action is represented in Table 19. 
TABLE 19 
Times Each Category of Initiator Was Chosen 
Problems Initiator 
Actual 
Director 
of 
Nurses 
Other 
Nurse 
Manaqers 
Hospital 
Administrators Physicians 
Staff 
Nurses Others Total 
Actual 11 66 29 4 50 13 173 
Hypothetical 125 134 59 _6 225 14 463 
Total 136 200 88 10 275 27 636 
Next, the data were examined to determine the total 
number of times in each category of problem the staff nurse 
was identified as the person who should initiate action to 
solve the problem. Table 20 presents these data. 
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TABLE 20 
Problems in Each Cateqory in Which Staff Nurse is 
---Designated as Initiator of Action 
Cateqory 
Actual Hypothetical Total 
1. Professional Role 23 97 120 
2. Administrative Support 11 41 52 
3. Nurse/Physician Relations 4 23 27 
4. Educational Issues 1 0 1 
5. Economic Issues 3 18 21 
6. Working Conditions 4 9 13 
7. Schedules/Position 0 1 1 
1 
8. Time/Transportation 0 6 6 
9. Miscellaneous 
_4 30 34 
Total 50 225 275 
Hypothesis II was not rejected after analysis of 
variance procedures were applied to explore any significant 
relationships. No statistically significant associations 
were found between sex-type and 1) the total number of 
problems identified in which staff nurses were chosen as the 
initiator of action to solve the problems (see Table 21) , 
and 2) the number of actual or hypothetical problems 
identified in which staff nurses were chosen as the 
initiator of action to solve the problems (See Table 22 and 
23) . 
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Further, no statistically significant relationship was 
found between sex-type and total number of problems in each 
category of problems in which the nurse was chosen as the 
initiator. Nor was there a statistically significant 
relationship found between sex—type and the number of 
problems in each category of problems in which the nurse was 
chosen as the initiator in actual work settings or in 
hypothetical work settings. (See Table 24). 
TABLE 21 
Summary Statistics and Analysis of Variance for Sex-Type Croups 
and Number of Times Staff Nurse was Identified as Initiator of Action to Solve Problems 
Sex-Type Staff Nurse 
Mean Times 
Staff Nurse Standard Sum of 
as Initiator As Initiator Deviation Squares N 
Masculine 55 5.00 3.52 124.00 11 
Feminine 75 5.00 3.98 222.00 15 
Androgynous 73 3.48 3.43 235.24 21 
Undifferentiated 72 4.80 3.47 168.40 15 
Total 275 4.44 3.57 779.24 62 
Analysis of Variance 
Source Sum of df Mean F Significance of 
Squares Square F 
Between Croups 29.60 3 9.87 .76 .52 
Within Groups 749.64 58 12.92 
Total 779.24 61 
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TABLE 22 
Summar 
and Number of Yimes :r-_-S!itiiStlCS and Analysis of Variance for Sex-Type Groups Staff Nurse was Identified as Initiator of Action to Solv 
Sex-Type Staff Nurse 
as Initiator 
Mean Times 
Staff Nurse 
As Initiator 
Standard 
Devi at ion 
Sum of 
Squares N 
Masculine 
Femi ni ne 
Androgynous 
Undifferentiated 
11 
14 
9 
16 
1.00 
.93 
.43 
1.07 
1.26 
1.28 
.98 
1.49 
16.00 
22.93 
19.14 
30.93 
11 
15 
21 
15 
Total 50 .81 1.24 93.68 62 
Analysis of Variance 
Source Sum of df Mean F Significance of 
Squares Square F 
Between Groups 4.67 3 1.56 1.01 .39 
Within Groups 89.01 58 1.53 
Total 93.68 61 
TABLE 23 
Summary Statistics and Analysis of Variance for Sex-Type Groups 
and Number of Times Staff Nurse was Identified as Initiator of Action to Solve Problems 
in Hypothetical Situations 
Sex-Type Staff Nurse 
as Initiator 
Mean Times 
Staff Nurse 
As Initiator 
Standard 
Deviation 
Sum of 
Squares N 
Masculine 44 4.00 2.86 82.00 11 
Feminine 61 4.06 3.81 202.93 15 
Androgynous 64 3.05 2.84 160.95 21 
Undifferentiated 56 3.73 2.25 70.93 15 
Total 225 3.63 2.94 528.47 62 
Analysis of Variance 
Source Sum of 
Squares 
df Mean 
Square 
F Significance of 
F 
Between Groups 11.65 
Within Groups 516.82 
Total 528.47 
3 
58 
61 
3.88 0.44 .73 
8.91 
122 
TABLE 24 
Analysis of Variance for Sex-Type Groups and Number of Times 
Staff Nurse was Identified as Initiator in Each Category 
Source Sum Mean Signifi- 
of Squares df Squares F cance of F 
Professional Roles 
Actual Work Settings 
Between Croups 0.57 3 0.19 0.34 0.79 
Within Groups 32.35 58 0.56 
Total 32.92 61 
Hypothetical Work Settings 
Between Groups 1.26 3 0.42 0.15 0.93 
Within Groups 160.10 58 2.76 
Total 161.36 61 
Total 
Between Groups 3.07 3 1.02 0.28 0.84 
Within Croups 215.78 58 3.72 
Total 218.85 61 
Administrative Support 
Actual Work Settings 
Between Groups 0.50 3 0.17 0.86 0.47 
Within Groups 11.20 58 0.19 
Total 11.70 61 
Hypothetical Work Settings 
Between Groups 3.64 3 1.21 2.06 0.11 
Within Groups 34.24 58 0.59 
Total 37.88 61 
Total 
Between Groups 5.79 3 1.93 2.55 0.06 
Within Groups 43.89 58 0.76 
Total 49.68 61 
Nurse/Physician Relationship 
Actual Work Settings 
Between Groups 0.17 3 0.06 0.90 0.45 
Within Groups 3.58 58 0.06 
Total 3.75 61 
Hypothetical Work Settings 
Between Groups 0.79 3 0.26 0.70 0.55 
Within Groups 21.68 58 0.37 
Total 22.47 61 
Total 
Between Groups 1.48 3 0.49 1.11 
0.35 
Within Groups 25.76 58 0.44 
Total 27.24 61 
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TABLE 24 (continued) 
Analysis of Variance for Sex-Type Groups and Number of Times 
Staff Nurse was Identified as Initiator in Each Category 
Source Sum Mean Signifi- 
of Squares df Squares F cance of F 
Educational Issues 
Actual Work Settings 
Between Groups 0.05 3 0.02 1.05 0.38 
Within Groups 0.93 58 0.02 
Total 0.98 61 
Hypothetical Work Settings 
Between Groups 0.00 0 0.00 0.00 
Within Groups 0.00 0 0.00 
Total 0.00 0 
Total 
Between Groups 0.05 3 0.02 1.05 0.38 
Within Groups 0.93 58 0.02 
Total 0.98 61 
Economic Issues 
Actual Work Settings 
Between Groups 0.11 3 0.04 0.79 0.50 
Within Groups 2.74 58 0.05 
Total 2.85 61 
Hypothetical Work Settings 
Between Groups 0.69 3 0.23 0.74 0.54 
Within Groups 18.09 58 0.31 
Total 18.78 61 
Total 
Between Groups 0.35 3 0.02 0.25 0.86 
Within Groups 27.53 58 0.47 
Total 27.88 61 
Workinq Conditions 
Actual Work Settings 
Between Groups 0.43 3 0.14 2.53 0.07 
Within Groups 3.31 58 0.06 
Total 3.74 61 
Hypothetical Work Settings 
Between Groups 0.38 3 0.13 1.01 0.4C 
Within Groups 7.31 58 0.13 
Total 7.69 61 
Total 
Between Groups 1.62 3 0.54 2.13 
0.11 
Within Croups 14.66 58 0.25 
Total 16.28 61 
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TABLE 24 (continued) 
Analysis of Variance for Sex-Type Groups and Number of Times 
Staff Nurse was Identified as Initiator in Each Cateqory 
Source Sum Mean Signifi- 
of Squares df Squares F cance of F 
Schedule/Positions 
Actual Work Settings 
Between Croups 0.00 0 0.00 0.00 
Within Groups 0.00 00 0.00 
Total 0.00 00 
Hypothetical Work Settings 
Between Croups 0.05 3 0.02 1.05 0.38 
Within Groups 0.93 58 0.02 
Total 0.98 61 
Total 
Between Croups 0.05 3 0.02 1.05 0.38 
Within Groups 0.93 58 0.02 
Total 0.98 61 
Time/T ransportation 
Actual Work Settings 
Between Groups 0.00 0 0.00 0.00 
Within Groups 0.00 0 0.00 
Total 0.00 0 
Hypothetical Work Settings 
Between Groups 0.30 3 0.10 1.14 0.34 
Within Groups 5.12 58 0.09 
Total 5.42 61 
Total 
Between Groups 0.30 3 0.10 1.14 0.34 
Within Groups 5.12 58 0.09 
Total 5.42 61 
Miscellaneous Support 
Actual Work Settings 
Between Groups 
Within Groups 
Total 
Hypothetical Work Settings 
Between Groups 0.28 3 0.09 0.11 0.95 
Within Groups 49.20 58 0.84 
Total 49.48 61 
Total 
Between Groups 0.70 3 0.23 0.26 
0.86 
Within Groups 52.65 58 0.91 
Total 53.35 61 
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Nurse-as-initator scores from interviews. Almost every 
subject replied that they knew nurses should act, but that 
they did not have confidence that any action would produce 
change or resolution of the problems. They collectively 
held the opinion that any change was blocked by head nurses 
and/or nursing administration and that the only change that 
was likely to come about was that instituted at the top by 
Directors of Nurses or Hospital Administrators. A summary 
of their comments is presented in Table 25. 
TABLE 25 
Nurse~as-Initiator Comments Expressed in Interviews 
"Nurses have the ability to influence but they tend to feel they can't change 
things." 
"Head nurses try but hospital administration is the block." 
"The Director of Nurses can do the most to initiate change or someone with 
authority." 
"It must come from the top." 
"Nurses are apathetic." 
"No real solution, nothing can be done." 
"Not enough time and energy to put into creating change, not much hope things will 
change." 
"It's not going to change." 
"Nursing needs to speak up and define its professionalism." 
"Nurses don't support each other in communicating problems." 
"Nurses should change it but they won't because th won't work as a group." 
"Nurses work eight hours and want to go home." 
"Complaining is used against you." 
"Not optimistic about anything changing." 
"Major stumbling block is beyond head nurse." 
"Nurses don't have power." 
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Although no relationship was found between sex-type and 
problem initiator scores, in general it appears that nurses 
do believe that staff nurses should take responsibility to 
act to solve the problems present in work settings. Of the 
504 times that problems were identified 225 or about 44 
percent were thought by subjects to be within the purview of 
staff nurses to initiate action for solution. Further, 
nurses chose the nurse as initiator more often in 
hypothetical situational problems (45%) than they did for 
actual situational problems (27%). 
This "nurses should initiate" attitude was also sup¬ 
ported by the data obtained from the personal interviews 
with the 5 high and 5 low scorers. 
So, it seems that nurses know they should act but other 
less obvious forces may be at work that deter them from 
follow through. This phenomenon seems apparent when one 
considers the degree to which subjects chose the nurse as 
initiator especially in the hypothetical situations. 
Perhaps nurses are stuck at the level of "knowing", or 
having the theoretical ability to distinguish the right 
course of action but not the ability to transcend the theory 
into action step. Maybe they are taught the theoretical 
components of leadership but are not adequately prepared in 
the practical application of leadership skills and 
strategies. 
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It seems possible too that nurses believe any action 
they initiate will be ignored or negated by administrators. 
Data obtained in the personal interviews suggests the 
presence of a sense of futility about the outcomes of action 
that is initiated at a staff nurse level. It seems unlikely 
that energy would be expended by nurses on problem solving 
activities if they expect their actions will not produce 
positive effects. 
Summary of the Results 
In this chapter the research findings were reported and 
analyzed. 
The findings included the determination of sex-type for 
each subject and the distribution of the sex-type groups 
represented within the sample. Next, the number of times 
that problems were identified by staff nurses in their work 
settings were presented. The problems were further 
delineated by work setting (actual and hypothetical) and by 
assignment into one of nine defined categories of problems. 
Finally, the number of times staff nurse was chosen as the 
person who should initiate action to solve a problem was 
described. 
Data obtained from personal interviews with subjects 
who identified a high number of problems and those who 
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identified a low number of problems were also included in 
the findings. All data were used in concert to answer the 
research question and to test the two null hypotheses which 
provided direction for the study. 
The research question inquired into the nature of the 
distribution of the four sex-type groups among the subjects. 
The data showed that the four sex-type groups were not 
disproportionaly represented among the subjects and the 
sample did not differ significantly from another sample 
tested by Bern in 1978. 
Null hypothesis I stated there was no difference among 
the four sex-type groups and their identification of prob¬ 
lems in the work setting that hinder their effectiveness in 
providing optimal services to clients. Although 
significance was found between sex-type and problems in two 
categories the findings were discounted due to the large 
number of tests for significance that were performed. Null 
Hypothesis I was therefore not rejected. 
Null hypothesis II predicted no significant differences 
among the nurses in four sex-type groups and their percep¬ 
tion that staff-nurses should initiate action to solve the 
problems identified. This hypothesis was not rejected. 
New questions became apparent as a result of the 
exploration. Although Null hypothesis II sex-type did not 
show evidence of relationship almost half of the time 
129 
subjects stated a belief that staff nurses should take 
responsibility to act to resolve problems present in 
hypothetical work settings, but only about 25 percent of the 
time in actual work settings. The last chapter will present 
a more detailed summary with implications for future 
research. 
CHAPTER V 
SUMMARY AND IMPLICATIONS 
The purpose of this chapter is to report a summary of 
the study, review the findings and to present some implica¬ 
tions for nurse educators. The chapter concludes with 
recommendations for future research 
Summary of the Study 
The purpose of the study was to investigate the rela¬ 
tionship between sex-type and some elements of leadership 
among nurses. Specifically the steps of the study were: 1) 
to determine the pattern of sex-typing among staff nurses, 
2) to determine the extent to which staff nurses identify 
problems in hospital work environments, 3) to determine the 
extent to which staff nurses identify "staff nurse" as 
responsible for initiating action to solve problems 
identified, 4) to examine the relationship between sex-type 
and problem identification, and 5) to examine the 
relationship between sex-type and perception that staff 
nurse should be responsible for initiating action to solve 
problems identified. 
The sample for the study consisted of five hospitals in 
Eastern Massachusetts and sixty-two staff nurses practicing 
within those hospitals. The sampling method employed for 
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both the hospitals and the nurses was the random sampling 
technique. 
Data collection was accomplished with a mailed survey 
utilizing the Bern Sex Role Inventory which identified 
subjects sex-type and the Practice Environment Inventory and 
Practice Environment Interview Guide which measured: 1) the 
extent to which subjects identified problems, and 2) the 
extent to which subjects identified staff nurse as responsi¬ 
ble for initiating action to solve the problems identified. 
A research question was selected for the study to 
explore the status of sex-typing among nurses. Null hypoth¬ 
eses were chosen to investigate any association between 
sex-type and nurses' propensity to engage in initiating 
behaviors. The research question and two null hypotheses 
that directed the study were: 
Research Question I: 
What is the nature of the distribution of sex-type 
among female nurses who practice in five general 
hospitals in eastern Massachusetts into the four 
sex-type groups as determined by the Bern Sex Role 
Inventory? 
Null Hypothesis I: 
There are no significant differences among the 
four sex—type groups of female nurses practicing 
in five hospitals in eastern Massachusetts and 
their identification of problems in the work 
setting (as measured by the Practice Environment 
Inventory) that hinder their effectiveness in 
providing optimal services to clients. 
Null Hypothesis II: 
There are no significant differences 
four sex-type groups of female nurses 
among the 
practicing 
132 
in five hospitals in eastern Massachusetts and 
their perception that staff nurses should initiate 
action necessary to solve the problems identified 
(by the Practice Environment Inventory) that 
hinder their effectiveness in providing optimal 
services to clients. 
Review of the Findings 
Exploration of the research question and testing of the 
null hypothesis at the .05 alpha level of significance 
revealed several findings. 
Research Question I An examination of the distribution of 
sex-type as directed by the Question revealed a distribution 
that did not differ from one that would be found by chance 
nor from one reported by Bern when she tested 3 40 undergradu¬ 
ate psychology students at Cornell in 1978. This finding 
was not anticipated since it is not in accord with the 
theoretical foundation of the study that suggests that the 
feminine sex-type would be predominant. Since this tenet 
was not supported, some possible alternative explanations 
for the distribution found are presented next. 
It may be possible that women who chose nursing repre¬ 
sent a preponderance of feminine sex-type and their sex-type 
changes over time. Perhaps conditions to which nurses are 
exposed in the practice setting (and not previously consid¬ 
ered in this study) actually socialize nurses toward more 
independent behaviors. For example nursing requires nurses 
to: 1) accept responsibility for supporting clients through 
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crisis oriented experiences, 2) perform difficult technical 
tasks under stressful conditions, 3) make quick decisions 
life and death implications, and 4) generally assume 
roles that invite dependency from clients and their fami¬ 
lies . 
An additional explanation may be that many women who 
chose nursing do so primarily because it is viewed as an 
altruistic helping profession rather than for its associa¬ 
tion with traditional feminine values. In other words 
perhaps the desire to contribute to society takes precedence 
over any gender associated motivation. This could help to 
explain the presence of the undifferentiated sex-type in the 
sample since that group suggests that subjects hold at¬ 
tributes that are designated by society as positive but not 
identified with either gender. 
Thirdly, some nurses, especially those included in 
cultures or age groups for whom society prescribed that 
"women's place is in the home," may actually represent the 
liberated women in nursing. These women may have chosen a 
career when cultural or societal norms pressed them to chose 
only marriage and family. Therefore they may embody strong, 
independent characteristics and account for some masculine 
and androgynous subjects found in the sample. 
Finally, the widely varying skills and aptitudes called 
for within the nursing role might account for a widely 
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varying sex-type distribution. Perhaps the complexity of 
^-he role attracts and holds women with dissimilar orienta¬ 
tions and attributes. For example, a typical nursing scene 
could be described to include the following extremes: 1) a 
9®ntle figure in white "mothering" an infant in the nursery 
and, 2) a military nurse dressed for combat descending from 
a helicopter, carrying emergency equipment to attend to 
casualties. 
If there is some substance to these possibilities it 
would imply that sex-type does not limit the practice of 
initiating behaviors in nursing. A more general explanation 
may be that nurses use initiating behaviors when the behav¬ 
iors clearly fall within the context of meeting clients 
needs but they are reluctant to initiate in their own 
behalf, i.e. to improve their working environments. 
Null Hypothesis I was not rejected. The findings did not 
indicate statistically significant differences between 
sex-type and number of problems identified in hospital work 
settings. Although significance was found between sex-type 
and: 1) nurse/physician problems and, 2) educational prob¬ 
lems, it is likely that the relationship is artifactual due 
to the large number of tests for significance done for this 
hypothesis. Hence, little confidence can be held for this 
finding. 
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Null Hypothesis II was not rejected. The findings did not 
indicate statically significant differences between sex-type 
and number of problems identified in which staff nurse was 
chosen to be the initiator of action to solve problems. 
Overall, the findings for the two null hypotheses 
suggest no relationship between sex-type and the elements of 
leadership that were considered in the present study. 
Again, examination of alternative explanations for 
these results may be pertinent. One explanation concerns 
the internal validity of the study and addresses what may be 
a theoretical shortcoming. Gender schema theory asserts 
that individuals adjust their behavior to match their 
sex-type. Therefore a relationship would be observable 
between one's sex-type and one's behavior. Indeed, several 
studies were cited in the literature review that seems to 
support this assertion. This study however sought to 
examine a relationship between sex-type and perceptions 
about problems, and appropriate initiators of action. The 
study did not seek to relate sex-type and observable behav¬ 
ior. Perhaps it is possible that although these perceptions 
are held by most nurses, it is the next step, the initiating 
behavior, that would show a relationship to sex-type. In 
other words perhaps all or most nurses are adept at identi¬ 
fying problems and believe that staff nurses should act but 
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it is only some who, upon observation, would actually 
initiate action to respond to problems. 
Secondly, the method of selecting the subjects may have 
contributed to the production of a deviant, rather than true 
random sample. Subjects were aware that their nursing 
administrators granted permission for them to be invited to 
participate in the study. The respondents were then asked 
to describe problems in their work settings. It seems 
feasible that some of those who responded may have: 1) 
perceived some risk that their employers would learn of 
their criticisms, and 2) made a conscious effort to support 
this nursing research. Both risk-taking and research 
activities could be construed as examples of behavior 
labeled by society as traditionally masculine. If this is 
so then the sample may reflect a disproportionate number of 
masculine and androgynous respondents. 
Other unanticipated findings should be noted. The data 
show that all nurses in the study identified some problems 
in their work environments and many (44 percent) of them 
believe that staff nurses should initiate action to solve 
such problems. It seems that nurses do recognize the need 
for initiating change and think that nurses should respond. 
The interviews with the high and low scorers also supported 
the belief that nurses should initiate change. Yet, most 
stated that although nurses should initiate action they did 
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not believe change would occur as a result of the action. 
They felt that whatever change was to occur would have to 
come from the top down. This could imply that a sense of 
futility or hopelessness exists among nurses about the state 
of their work environments and their ability to change them. 
Implications for Educators 
The findings seem to reflect a need for nurses to learn 
skills that will assist them to engage in change initiating 
behavior. To facilitate this learning, faculty members need 
to clarify their commitment to teaching leadership and 
document their position in curricula philosophies, conceptu¬ 
al frameworks and objectives of programs. 
Strategies for teaching these skills should be devel¬ 
oped to include not only recognition of problems and pro¬ 
posed resolutions but opportunities for practice of leader¬ 
ship skills. Nurses are routinely expected to demonstrate 
skills necessary to care for clients. A similar emphasis 
should be placed on students' demonstrating leadership 
skills. Leadership projects could be instituted that would 
require students to design and implement plans to produce 
change in environments such as school, home or dormitory 
settings. These projects could facillitate learning that 
could be transferred to practice environments. Specific 
skills might include the concepts of assertive 
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communication, art of negotiation, conflict resolution 
strategies, political strategies, collective action and the 
like, with emphasis on application as well as understanding. 
Educators should also structure environments for 
students that reward initiating behaviors. Students should 
be encouraged to question policies and regulations in school 
environments that are perceived as problematic. Successful 
experiences with confronting authority figures in learning 
environments are likely to be transferred later to practice 
environments. Faculty have an obligation to reward and 
model behavior that they are working to develop in their 
students. Modeling is a widely accepted practice for 
teaching care giving skills and should also be utilized for 
leadership skills. 
Implications also emerge from the findings that sex- 
type was evenly distributed among the sample. Perhaps the 
sex-type distribution of a class could be identified prior 
to instruction of leadership courses so that teaching 
methodologies and learning activities could be planned that 
conform to students' needs and abilities. Change initiating 
teams might be arranged that would include various sex-types 
so that those comfortable with risk-taking confrontational 
skills could support and assist others in implementing a 
project. 
Self awareness activities could also be implemented to 
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help students develop insight into their own values, assump¬ 
tions and beliefs that may limit their adopting new leader¬ 
ship competencies. Knowledge joined from self awareness 
activities could support students in either: 1) choosing to 
work toward change and incorporate new values and attributes 
or 2) choosing to work in settings that are closely attuned 
to their values and attributes and be congruent with their 
needs, interests and talents. 
Recommendations for Future Research 
As a result of the study, further research is 
recommended in three areas. First, replication studies to 
further examine the relationship between sex-type and 
initiating behaviors is recommended. Next, studies to 
explore the nature of relationships between staff and 
administration are proposed, and finally a study of the 
relationship between initiating behaviors and specific 
contexts of nursing practice is recommended. 
Replication Studies. Replication of the study with two 
methodological changes is recommended to see if the same 
pattern of sex-type emerges and a lack of relationship 
between sex-type and perception of problems persists. 
First, nurses would be contacted directly and complete 
anonymity would be assured. Second, a larger random sample 
would be drawn. Using this method would allow other 
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demographical variables to be examined such as age, type of 
education, sex, length of experience, type of specialty, 
full time vs. part time, and practice setting. All these 
variables could be explored for association with sex-types 
as well as for any interactional effects among the 
variables. 
Studies that explore the relationship between sex-type 
and other dimensions of leadership are also in order. Given 
the limited content validity of the Practice Environment 
Inventory future work should include alternative methods for 
examining the phenomena of leadership among nurses. Other 
instruments that measure elements of leadership with 
established reliability and validity should be identified 
and employed. 
Further, studies that explore the relationship between 
sex-type and observable leadership behaviors should be 
considered. Methods to observe actual behavior could 
include: Participant observer studies in practice 
environments to record pre-defined behaviors of staff 
nurses; Observations of nurses during team or staff 
meetings to observe effective communication between staff 
and management; Studies of records or interviews with 
nurses who have exhibited leadership behaviors in situations 
such as work stoppages, strikes, or other mass 
demonstrations. 
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Staff/Administration_Relationship Studies. Interaction 
between nurses and administration should be explored to help 
clarify the variables that may be contributing to a lack of 
understanding, cooperation and solidarity between the 
various levels in the profession. Staff nurses could be 
surveyed to document the air of hopelessness that was 
suggested to be present by this study. Interviews to help 
clarifY the perceptions and dynamics of this phenomena could 
facilitate identification of specific problems that might 
impact on effective collaboration and improved services to 
clients. 
Further managers and administrators could be inter¬ 
viewed to 1) validate the existing patterns of communication 
between levels and 2) to explore managers' responses to 
staff nurses initiating behaviors. A study of this nature 
could reveal differences that may exist between staff 
nurses' perceptions of these phenomena and actual conditions 
that exist. The findings could contribute to increased 
understanding between staff and administration and to the 
development of strategies for improved relationships. 
Study of Behavior in Different Practice Contexts. Finally, 
a study that would compare nurses' leadership behaviors in 
two different contexts of practice is proposed. Observa¬ 
tions, perceptions, or self-reports of behavior could be 
measured to see if nurses are more apt to utilize leadership 
skills when working to meet client needs than when working 
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to create change in the hospital bureaucracy. A study of 
this nature could help clarify specific situations in which 
nurses need help in applying leadership skills. 
This study has sought to contribute to an understanding 
of leadership behavior among nurses. The results seems to 
be in accord with other studies that speak to problems and 
dissatisfaction in nursing. Nursing is a vital and 
essential ingredient of the health care system and methods 
must be found to create improvements that will contribute to 
nurses' well being and to their effectiveness in serving 
clients. Without constructive environments nurses can not 
provide services clients so deservedly need. Nurses have a 
constructive sense about what changes need to occur to 
improve their work environments. Changes that emanate from 
the professionals who are closest to clients and who 
understand their comprehensive needs are likely to be 
effective and long lasting. Ways need to be found to 
support nurses in becoming more effective initiators of 
change. It is to this end that this study has been 
directed. Let us now look beyond sex-type as a variable 
that characterizes nurses as passive dependent women and 
consider the possibility that nurses embody a wide variety 
of competencies including the ability to initiate and lead. 
APPENDIX A 
List of Hospitals in Eastern Massachusetts From 
Which Random Sample was Drawn 
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APPENDIX A 
Hospitals in Eastern Massachusetts, Categorized by Size, 
from which Random Sample was Drawn. 
Small (50-199 Beds) 
Addison Gilbert, Gloucester 
Amesbury 
Anna Jaques, Newburyport 
Brookline 
Cambridge 
Central, Somerville 
Clinton 
Fairlawn, Worcester 
Falmouth 
Glover Memorial, Needham 
Halnemann, Brighton 
Harrington Memorial, Southbridge 
Harvard Community Health Plan, Boston 
Holden District 
Hunt Memorial, Danvers 
Jordon, Plymouth 
Josiah B. Thomas, Peabody 
Leominster 
Marl borough 
Marthas Vineyard 
Mi 1 ton 
Morton, Taunton 
Nashoba Community, Ayer 
Parkwood, New Bedford 
Sancta Maria, Cambridge 
Somerville 
Southwood Community, Norfolk 
St. Anne's, Fall River 
St. Lukes, Middleborough 
Tobey, Wareham 
Whidden Memorial, Everett 
Wi nchester 
Wi nthrop 
Medium (200-399 Beds) 
Beverly 
Bon Secours, Methuen 
Brockton 
Burbank, Fitchburg 
Cape Cod, Hyannis 
Cardinal Cushing, Brockton 
Carney, Boston 
Choate-Symmes, Woburn & Arlington 
Emerson, Concord 
Faulkner, Jamaica Plain 
Framingham Union 
Goddard Memorial, Stoughton 
Haverhill Municipal - Hale 
Lawrence General 
Laurence Memorial, Medford 
Leonard Morse, Natick 
Lemuel Shattuck, Jamaica Plain 
Lowell General 
Mai den 
Lahey Clinic, Burlington 
Melrose-Wakefield 
Mi 1ford-Whitensvi1le 
Mt. Auburn, Cambridge 
New England Baptist, Boston 
New England Memorial, Stoneham 
Newton-Wellesley 
Norwood 
Quincy City 
Sal em 
South Shore, Weymouth 
Sturdy Memorial, Attleboro 
St. Elizabeths, Boston 
St. John's, Lowell 
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APPENDIX A (continued) 
Mediurn (200-399 Beds) (continued) 
St. Joseph's, Lowell 
Lynn 
Un i on, Lyn n 
University, Boston 
University of Massachusetts, Worcester 
Veterans Administration, W. Roxbury 
Waltham 
Worcester City 
Worcester Hahnemann 
Worcester Memorial 
Large (400+ Beds) 
Beth Israel, Boston 
Boston City 
Brigham and Womens, Boston 
Charlton Memorial, Fall River 
Massachusetts General, Boston 
New England Deaconess, Boston 
New England Medical Center, Boston 
St. Vincent's, Worcester 
St. Luke's, New Bedford 
Veterans Administration, Boston 
APPENDIX B 
The Bern Sex Role Inventory 
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BEM INVENTORY 
Developed by Sandra L. Bern, Ph.D. 
Name _Age_Sex _ 
Phone No. or Address__ 
Date_19__ 
If a student: School_Yr. in School 
If not a student: Occupation_ 
DIRECTIONS 
On the opposite side of this sheet, you will find listed a number of personality characteristics. We would like you to 
use those characteristics to describe yourself, that is, we would like you to indicate, on a scale from 1 to 7, how 
true of you each of these characteristics is. Please do not leave any characteristic unmarked. 
Example: sly 
Write a 1 if it is never or almost never true that you are sly. 
Write a 2 if it is usually not true that you are sly. 
Write a 3 if it is sometimes but infrequently true that you are sly. 
Write a 4 if it is occasionally true that you are sly. 
Write a 5 if it is often true that you are sly. 
Write a 6 if it is usually true that you are sly. 
Write a 7 if it is always or almost always true that you are sly. 
Thus, if you feel it is sometimes but infrequently true that you are "sly,” never or almost never true that you are 
"malicious," always or almost always true that you are "irresponsible,” and often true that you are "carefree, 
then you would rate these characteristics as follows: 
Irresponsible 7 
Carefree £ 
Sly % 
Malicious 1 
CONSULTING PSYCHOLOGISTS PRESS, INC. 
577 College Avenue Palo Alto, California 94306 
©Copyright. 1978. by Consulting Psychologists Press. Inc. All rights reserved. Duplication of this form by any process is a violation of 
the copyright laws of the United States except when authorized in writing by the Publisher 
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1 
—1- 
2 
-1 
3 
1 
4 5 
1 
6 
1 
7 
1 
* 
1 
Never or 
almost 
never true 
1 
Usually 
not 
true 
1 
Sometimes but 
infrequently 
true 
Occasionally 
true 
1 
Often 
true 
-1- 
Usually 
true 
-1- 
Always or 
almost 
always true 
Defend my own beliefs 
Affectionate 
Conscientious 
Independent 
Sympathetic 
Moody 
Assertive 
Sensitive to needs of others 
Reliable 
Strong personality 
Understanding 
jealous 
Forceful 
Compassionate 
Truthful 
Have leadership abilities 
Eager to soothe hurt feelings 
Secretive 
Willing to take risks 
Warm 
Adaptable 
Dominant 
Tender 
Conceited 
Willing to take a stand 
Love children 
Tactful 
Aggressive 
Gentle 
Conventional 
Self-reliant 
Yielding 
Helpful 
Athletic 
Cheerful 
Unsystematic 
Analytical 
Shy 
Inefficient 
Make decisions easily 
Flattcrablc 
Theatrical 
Self-sufficient 
Loyal 
Happy 
Individualistic 
Soft-spoken 
Unpredictable 
Masculine 
Gullible 
Solemn 
Competitive 
Childlike 
Likable 
Ambitious 
Do not use harsh language 
Sincere 
Act as a leader 
Feminine 
Friendly 
i b Class 
R.S 
s.s. * 
4-b SSdiff. 
APPENDIX C 
THE PRACTICE ENVIRONMENT INVENTORY 
Developed by Carol Seavor, RN, MSN 
© 1985 
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APPENDIX C 
THE PRACTICE ENVIRONMENT INVENTORY 
Section I: Demographic Data 
Directions: Fill in the blanks or check the appropriate response 
1. Approximate time employed as an RN? _Years. 
2. Approximate time employed in present facility _Years. 
3. What is your nursing specialty? 
|_| 1. pediatrics D 7. gynecology 
□ 8. medical or surgical 
□ 9. burn/trauma 
□ 10. rehabi1itati< 
| ' | 11. other_ 
ion 
2. obstetrics 
G 3. orthopedics 
I_: A. oncology/hospice 
5. gerontology 
□ 6. neurology 
4. What year was your basic RN education completed? 19_. 
5. The type of basic RN education you completed? (Check one) 
□ i. Diploma 1 j 2. Associate Degree □ 3. BSN 
6. What is your highest degree? (Check one) 
□ 1. Associate Degree G 5. Masters (not nursing) 
( s 2. BSN H 6. Doctorate 
G 3. Diploma G 7. Other 
C 4. Masters (nursing) 
7. Member of the American Nurses Association? 
G '• Yes | I 2. No 
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Section II: INVENTORY OF ACTUAL WORK SETTINCS 
Directions: I need your help identifying problems. Consider the circumstances that 
influence the nursing care at the hospital where you work and decide if there are 
conditions there that interfere with nurses delivering the best possible care to 
patients. If you can identify any conditions or problems, please record them using the 
following format: First, identify the problem; Second, briefly explain how it interferes 
with delivering care; and Third, identify (by title) who should initiate action so that 
the problem(s) can be resolved. Identify as many problems as you can, if there are no 
problems check "No Problems". 
□ No Problems 
#1 Problem: 
How it interferes:_ 
Who should initiate action?__ 
#2 Problem: __ 
How it interferes:___ 
Who should initiate action?___ 
#3 Problem:  
How it interferes:_ 
Who should initiate action?_ 
#4 Problem: __ 
How it interferes:_ 
Who should initiate action?__ 
#5 Problem: ___  
How it interferes: ____ 
Who should initiate action?___ 
#6 Problem: ____  
How it interferes:___._ 
Who should initiate action?_____ 
#7 Problem: _____— 
How it interferes:___-_ 
Who should initiate action?______ 
#8 Problem: ________ 
How it interferes: ___—— -- 
Who should initiate action?____ 
To record additional problems please add paper 
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APPENDIX C (continued) 
Section III. INVENTORY OF HYPOTHETICAL WORK SETT INCS 
Directions: Consider the following situations and identify any problems you see in each 
work setting that would interfere with nurses delivering the best possible care to 
patients. Use the following format to respond: First, identify the problem; Second, 
briefly explain how it interferes with delivering care; and Third, identify (by title) 
who should initiate action so that the problem(s) can be resolved. Identify as many 
problems as you can, if there are no problems check "No Problems". 
Situation #1 
Three RN's have resigned in the last 6 months due to retirement, pregnancy, and 
relocation. Since budgets are tight the administration has announced that the positions 
will not be replaced. Two new nursing assistants have been hired instead to help meet 
workload needs. 
□ No Problems 
#1 Problem: ____ 
How it interferes:__ 
Who should initiate action?___ 
#2 Problem:  
How it interferes:__ 
Who should initiate action?__ 
#3 Problem: __ 
How it interferes:__ 
Who should initiate action?__ 
Situation #2 
Mrs. S. has been assigned six patients today who are in various stages of 
post-operative care. She spent 30-45 minutes with each patient. The rest of her time 
she charted their progress, documented treatments and medications, reviewed latest lab 
reports, up-dated care plans, filled out an incident report, wrote a VNA referral and 
discharge summary as well as care plans for two patients going home. She also recorded 
the narcotic count, and made sure flow sheets and I & 0 records were complete before she 
filled out her daily report sheet. 
□ No Problems 
#1 Problem: _____ 
How it interferes:____ 
Who should initiate action?_______ 
#2 Problem: ____  
How it interferes:_____._ 
Who should initiate action?___ 
#3 Problem: --------- 
How it interferes:___-_ 
Who should initiate action?______ 
To record additional problems please add paper 
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APPENDIX C (continued) 
Situation #3 
Nurses who work on Johnson III have been working under-staffed and extra hours for 
weeks. They have not been receiving any appreciation or recognition for their effort and 
they have just read a report on the Status of Nurses that states that nursing salaries on 
the average are less than those paid to sanitation workers or grocery store cashiers. 
□ No Problems 
#1 Problem: _ 
How it interferes:_ 
Who should initiate action?___ 
#2 Problem: _ _  
How it interferes:___ 
Who should initiate action?__ 
#3 Problem: __  
How it interferes:__ 
Who should initiate action?  
Situation #4 
Nurses in Warner General Hospital have been told that the hospital will only hire 
BSN nurses from now on. Although no one will lose their job because of this all RNs are 
urged to work toward their degree if they do not now have it. The hospital will 
reimburse for tuition, books, and expenses when satisfactory grades are earned. The 
hospital will also allow up to 6 hours per week of compensatory time for nurses working 
for their degree. Three BSN programs for RNs are available within a forty mile radius of 
the hospital. 
□ No Problems 
#1 Problem:___________ 
How it interferes:_______ 
Who should initiate action?_____ 
#2 Problem: ______-—.- 
How it interferes:______ 
Who should initiate action?______ 
#3 Problem: ___  
How it interferes:_____ 
Who should initiate action?_______ 
To record additional problems please add paper 
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APPENDIX C (continued) 
Situation #5 
Six year old Tim had surgery 5 days ago. He has had several complications and is 
physically and mentally exhausted. This evening Timmy said to his nurse, "Mom says John 
(9 year old brother whom he idolizes) came with her tonight. He is down in the lobby. I 
want to see him so much and know he is not allowed to visit since he is under twelve, but 
can he please come up for a few minutes?". Hospital policy is very clear and strictly 
enforced on this issue since ingnoring the rules in the past resulted in an epidemic of 
viral infections among the patients. 
□ No Problems 
#1 Problem: 
How it interferes:___ 
Who should initiate action?_ 
#2 Problem: _  
How it interferes:__ 
Who should initiate action?___ 
#3 Problem: ____  
How it interferes:_ 
Who should initiate action?__ 
Situation #6 
Dr. Smith has a policy of telling his patients almost nothing about their conditions 
or treatments and telling family members very little more. He has made it clear that 
nurses are to give no information unless specifically requested by him to do so. He has 
refused to respond to any suggestions from nurses that he permit them to inform the 
patients and answer their questions. In fact, any attempts by the nurses to improve 
professional interaction with the medical staff seem to be generally ingnored. 
□ No Problems 
#1 Problem:__ 
How it interferes:___ 
Who should initiate action?_____ 
#2 Problem: _____  
How it interferes:_____._ 
Who should initiate action?______ 
#3 Problem:_________ 
How it interferes: -_--- 
Who should initiate action?____ 
To record additional problems please add paper 
CONTINUE ON TO FINAL SECTION "BEM INVENTORY" 
APPENDIX D 
COVER LETTER TO ACCOMPANY BSRI and PEI 
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APPENDIX D 
CAROL M. SEAVOR, RN, MSN 
Assistant Professor 
Department of Nursing 
Fitchburg State College 
Dear RN, 
I would like to negotiate a trade with you! If you will take about one hour to 
participate in some nursing research with me, I will provide you with an opportunity to 
participate in a "Workshop for Creative Problem Solving" that 1 conduct and that has been 
approved for 4.5 contact hours by the Massachusetts Nurses Association. There will be no 
charge for your enrollment in the workshop. 
Throughout my long career as a nurse and more recently as a nurse educator, I have 
maintained a concern that nurses do not always give themselves enough credit for the 
vital contribution they make to the Health Care System. Now that 1 am a doctoral student 
at the University of Massachusetts, I have the opportunity to conduct research in the 
area that interests me most: The conditions under which nurses practice and how those 
conditions may influence the quality of care nurses give. In order to describe and 
document these conditions I need information from staff nurses like yourself who know 
what's what in hospitals. 
In order to study this phenomena in an organized way I have developed a 
questionnaire that I hope you will complete. It will ask you to identify problems you 
see in your actual work setting as well as those you see in hypothetical work situations. 
Finally it will ask you to complete an inventory of personality characteristics that may 
or may not describe you. Your input will be invaluable to me in documenting conditions 
under which nurses work and may help to clarify problems that are common to many of us. 
The information will be completely confidential. Your name will be available only to me 
for purposes of planning the workshop and for further study. A few respondents will be 
contacted and invited to offer further in-put following the initial data analysis. 
Please return the questionnaire to me within two weeks, a stamped addressed envelope 
is provided for your convenience. The completed questionnaire will serve as evidence of 
your consent to participate. I will promptly send you confirmation of your registration 
in the workshop which will be held this summer. Further information including dates, 
times, locations and other details will be forwarded later. 
I sincerely appreciate your participation and look forward to learning from your 
expertise. The findings of the study will be available for you at the workshop. Thank 
you! 
Sincerely, 
Carol Seavor 
APPENDIX E 
PRACTICE ENVIRONMENT INTERVIEW GUIDE 
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APPENDIX E 
PRACTICE ENVIRONMENT INTERVIEW GUIDE 
1. Prepare room for privacy and set up video tape. 
2. Greet interviewee and explain briefly: 
A. Interview will last about 30 minutes 
B. Video will run about 8 minutes and will show 
a few typical hospital situations. 
3. Tell them when the tape is done, they will be asked: 
1. Can you identify any problems shown in the 
tape that might interfere with nurses 
delivering the best possible care? 
2. If you are reminded of other problems that 
interfere with care while you are watching, 
tell me about those when the tape is done. 
3. Remind them there are no right or wrong 
answers. 
4. Show tape without interruption 
5. Ask what conditions were seen that would be problems. 
6. Were you reminded of others? 
7. Any others? (allow time to reflect) 
8. What are your thoughts about who and or how these 
problems can get solved. 
APPENDIX F 
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February 22, 1985 
Carol Seavor, R.N., M.S.N. 
138 Harvard Road 
Stow, MA 01775 
Dear Carol, 
As I told you in our telephone converstaion, the Nursing 
Research Review Committee has reviewed your proposal, 
"Nurses As Creators of More Effective Environments in Health 
Care Settings", and has decided that we will not be able to 
sponsor the study at . Because we have committments 
to other studies which involve our nursing staff, we feel 
that we cannot support another such study at this time. In 
addition, we feel that our staff would have difficulty 
relating to the situations in Inventory of Actual Work 
Settings. 
The committee also expressed concern that there were 
discrepancies between your full proposal and the application 
(e.g., omission of the film). Despite a guarantee of 
anonymity in your cover letter, the identity of the subjects 
would have been known to you. I understand that changes had 
been made in the cover letter which we did not see, but we 
felt that this was a significant omission in your 
application at this stage in your research. 
We appreciate the time you took to meet with us and wish you 
well with your study. 
Sincerely yours, 
, R.N., M.S. 
Chairperson, Nursing Research Review Committee 
APPENDIX G 
LETTER OF APPROVAL, LARGE HOSPITAL B 
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February 21, 1985 
Carol Seavor, R.N., M.S.N. 
138 Harvard Rd. 
Stow, MA 01775 
Dear Ms. Seavor: 
As we discussed on the phone today, the Nursing Studies 
Advisory Committee has approved your proposal, pending the 
following changes: 
The consent form/introductory letter must include 
information re: your need to know the identity of all 
subject: the approximate amount of time involved in 
Part I and II of the study: the possibility of being 
asked to participate in Part II; and the fact that the 
return of the questionnaire will serve as consent to 
participate. 
After revision of this form, you will need to come to 
my office to complete a standard cover letter for submission 
to the Subcommittee on Human Studies. 
I have contacted in the Central Nursing 
Office and she has agreed to provide you with the necessary 
list for sampling (I discovered the nurse's hours are 
listed! Good News!). After the SHS has given approval you 
can call her directly. 
If you have any further questions, please do not 
hesitate to give me a call. 
Respectfully, 
,R.N., PhD. 
Chairman 
Staff Education and Nursing Studies 
Department of Nursing 
APPENDIX H 
LETTER OF REFUSAL LARGE HOSPITAL C 
163 
164 
April 4, 1985 
Carol Seavor, R.N., M.S.N. 
138 Harvard Road 
Stow, MA 01775 
Dear Carol: 
I am writing to inform you that your research study 
titled "Nurses As Creators of More Effective Environments in 
Health Care Settings" has not been accepted by the Nursing 
Research Committee. As we discussed, the timing of the 
study is the primary reason for this decision. The 
Department of Nursing is currently involved in many research 
projects and is unable to commit to another. 
Although we are unable to participate at this time, I 
do feel your study has merit, and would be most interested 
in the results. 
I have enjoyed our affiliation, and wish you every 
success with you study. 
Sincerely, 
Coordinator 
Staff Education 
APPENDIX I 
EXAMPLES OF CORRESPONDENCE WITH SMALL AND MEDIUM HOSPITALS 
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APPENDIX I 
January 9, 1985 
Ms. (name of Director) 
Address of Hospital 
Dear Ms. 
I recently talked with your secretary about a research project that 
I am doing and she suggested that I forward this information to you. As 
I explained to her, I am a faculty member at Fitchburg State College and 
I am in the process of completing a dissertation in a doctorate in 
education program at the University of Massachusetts. I have been a 
nurse for twenty years, most of which was spent in clinical practice as 
a diploma graduate. Throughout my career I have been interested in the 
persistent theme I hear among staff nurses that sounds like " I can't 
give care the way I'd like to because.... Usually a variety of reasons 
are offered that have to do with staffing, hospital policy, physicians, 
and the like. I wonder if nurses had the ideal environment in which to 
practice if, in fact, nursing care would be significantly different. I 
have developed my dissertation to begin to study this phenomenon and my 
first step is to get information from staff nurses to document how they 
see their practice environments. 
I have done a random sample of hospitals in Eastern Massachusetts 
and _ hospital was among those selected to be invited to 
participate. I want very much to include the hosptials that were picked 
randomly so that the sample will be valid and as representative as 
possible. I would very much appreciate the opportunity to talk with you 
about being able to survey some of your nurses by mail. 
My ultimate interest is in how we can better educate nurses so they 
may deliver excellent care and derive satisfaction while working in the 
less than perfect environments that are found in hospitals or any other 
work place. 
I have enclosed a copy of the questionnaire that I would like to 
send to 25 randomly chosen nurses at your hospital. I hope you will 
agree to meet with me to discuss this further and I sincerely appreciate 
your time and attention. I will call your office next week to see if we 
can proceed. Thank you. 
Sincerely, 
Carol M. Seavor RN, MS 
Doctoral Candidate 
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APPENDIX I (continued) 
Example B 
January 25, 1985 
(Name of Director) 
Director of Nurses 
(Hospital Name and Address) 
Dear Ms. 
Thank you for spending so much time with me on the telephone on 
Wednesday. I have enclosed an abstract of my study and another copy of 
my questionnaire as I have tried to condense the size of it since I sent 
the first copy to you. I have also changed the wording of one of the 
sentences in the cover letter and have so indicated. I would be glad to 
make a copy of the entire proposal available to you and/or to meet with 
you to provide any further information or clarification. 
I will call you on Friday to see if we can proceed. Thanks again. 
Sincerely, 
Carol Seavor RN, MS 
Doctoral Candidate 
APPENDIX J 
SUMMARY OF SAMPLE DEMOGRAPHIC DATA 
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APPENDIX J 
Basic Educational Preparation of Sample 
Educational Program Number Percent 
Hospital Diploma 27 44 
Associate Degree 12 19 
Baccalaureate Degree 22_ 37 
Total 62 100% 
Time Elapsed Since Basic Education Completed 
Years : Elapsed Number Percent 
1-2 13 21 
3-10 23 37 
11-20 7 11 
21-30 12 20 
31 or more 7 11 
Total 62 100% 
Range = 9 months to 43 years. Mean = 13 
Age Categories 
Ages of Sample 
Number Percent 
21-25 22 35 
26-30 11 18 
31-40 8 13 
41-50 8 13 
51-60 6 10 
60 or more 0 0 
Not reported 7 11 
Total 62 100% 
Range = 21-59 Mean = 33 
Years of Experience 
Years Number Percent 
0.75-2 16 2 6 
3-5 14 23 
6-10 7 11 
11-20 16 2 6 
20 or more 9 14 
Total 62 100% 
Range = 9 months - 34 years Mean = 10 
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APPENDIX J (continued) 
Time Employed at Present Agencies 
Years Number Percent 0.75-2 28 45 
3-5 6 10 
6-10 10 16 
11-20 14 23 
20 or more 4 6 
Total 62 100% 
Range = 9 months - 31 years Mean = 7 
Specialty of Unit in which Sample Employed 
Type of Unit Number Percent 
Pediatric 13 21 
Orthopedic 1 2 
Oncology 2 3 
Neurological 4 6 
Gynecological 1 2 
Medical-Surgical 38 61 
Other 3 5 
Total 62 100% 
Membership in American Nurses Association 
Number Percent 
Member 
Non-member 
* Total 
6 of the 9 work at 
9 
53 
62 
15 
85 
100% 
agencies where membership is required. 
APPENDIX K 
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APPENDIX K 
LETTER OF INSTRUCTIONS 
May 1, 1985 
Dear Experts! 
Thanks for the help, I shall find a way to repay you. The purpose 
of this exercise is to organize some of my data without injecting my 
bias and to classify the problems reported into eight categories, if 
they fit. The categories are based on some used by Goodman (1982) and 
Wandelt (1980) when they studied working conditions of nurses in Texas 
and Massachusetts. The criteria for each category are listed in Figure 
2 (attached). 
Use the worksheets I have put together. I hope they're not 
confusing, review the Practice Environment Inventory and assign each 
problem/response to the number of the category into which it seems to 
fit the best. i.e. If problem #1 in Section II (Actual work settings) 
was recorded as "Too much Paper Work" and Problem #2 was "No in-service" 
then you would record thusly: 
Problem #12 3 4 5 6 7 8123123 
Category 6 4 
All problems won't be that easy to classify and you'll have to use 
your best judgement. If a response fits absolutely nowhere then record 
a 9 (Make any comments you wish to on the pack of the page.). 
Thanks a million, 
Carol 
P.S. When respondents have left a problem blank then leave that space on 
the worksheet that is provided for it blank. Most respondents 
listed far less problems than the answer sheet provided room for. 
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APPENDIX K (continued) 
CRITERIA FOR EACH PROBLEM CATEGORY 
1. Professional Role of the 
Nurse 
Insufficient amount of patient contact. 
Lack of competence of registered nursing staff. 
Lack of competence of nonregistered nursing staff. 
Insufficient emphasis placed on individualized 
patient care. 
Not allowed to exercise nursing judgement for 
patient care. 
Lack of an environment which provides the nurse 
with a sence of worth as a member of the health 
care team. 
2. Administrative Support Lack of support given by the nursing office. 
Lack of support given by the administrative staff 
of facility. 
Inadequate staffing. 
3. Nurse/Physician Relationships Lack of positive professional interactions with 
physicians. 
4. Educational Benefits Unavailability of in-service education. 
Lack of opportunity for continuing education. 
Lack of up-to-date techniques and programs. 
5. Economic Benefits Unnecessary as a source of income. 
Inadequate fringe benefits plan. 
Unavailability of adequate salaries in local 
health care facilities. 
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APPENDIX K (continued) 
CRITERIA FOR EACH PROBLEM CATEGORY (continued) 
6. Adequacy of Working 
Conditions 
7. Availability of Desired 
Schedule and/or Position 
8. Time Demands of 
Transportation and/or 
Fami1y 
Inadequacy of supplies and equipment. 
Inadequacy of physical plant. 
Too much paper work. 
Unavailability of full-time employment. 
Unavailability of part-time employment. 
Unavailability of desired work schedule. 
Unavailability of a position in desired specialty 
area. 
Excessive travel time to and from employment in 
nursing. 
Unavailability of transportation to place of 
employment. 
Unavailability of safe parking facilities at the 
place of employment. 
Does not permit me to fulfill my family 
responsibi1ityies. 
Unavailability of acceptable child-care 
faci1ityes. 
Source: The Conditions Associated with RN Employment (p. 14) by 
L.R. Goodman, 1982, Mass. Nurses Assoc. 
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CLASSIFICATION OF SEX-TYPE FOR EACH SUBJECT 
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APPENDIX L 
Classification of Sex-Type for Each Subject 
Masculine Feminine 
Score Score 
Sex-Type 
3.25 5.30 Feminine 
2.40 6.15 Feminine 
5.00 4.65 Masculine 
5.80 5.40 Androgynous 
4.15 5.20 Feminine 
3.50 4.85 Undifferentiated 
4.30 5.85 Feminine 
5.30 5.50 Androgynous 
5.50 5.90 Androgynous 
4.05 4.90 Undifferentiated 
4.90 5.50 Androgynous 
5.65 5.70 Androgynous 
4.70 4.90 Undifferentiated 
5.10 5.60 Androgynous 
4.00 5.50 Feminine 
5.60 5.10 Androgynous 
4.70 5.30 Feminine 
3.70 5.55 Feminine 
5.05 5.35 Androgynous 
5.05 4.95 Undifferentiated 
6.30 5.50 Androgynous 
6.00 5.80 Androgynous 
5.50 5.50 Androgynous 
4.65 5.20 Feminine 
5.30 4.50 Masculine 
5.50 5.00 Masculine 
3.25 5.40 Feminine 
5.60 5.60 Androgynous 
4.65 4.65 Feminine 
5.95 5.15 Androgynous 
4.35 4.85 Undifferentiated 
4.75 4.85 Undifferentiated 
4.00 4.85 Undifferentiated 
5.90 5.40 Androgynous 
5.20 4.10 Masculine 
4.35 4.70 Undifferentiated 
4.60 5.10 Feminine 
5.25 5.05 Masculine 
4.70 4.85 Undifferentiated 
5.15 4.85 Masculine 
4.60 6.25 Feminine 
4.70 4.85 Undifferentiated 
4.95 5.25 Androgynous 
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Classification of Sex-Type for Each Subject 
Subject Masculine Feminine Sex-Type 
(N 62) Score Score 
044 3.60 5.80 Feminine 
045 4.55 4.95 Undifferentiated 
046 5.30 4.95 Masculine 
047 5.35 4.85 Masculine 
048 4.85 5.80 Androgynous 
049 '' 5.40 5.60 Androgynous 
050 4.95 5.30 Androgynous 
051 5.25 4.40 Masculine 
052 4.60 5.45 Feminine 
053 5.40 4.90 Masculine 
054 5.05 5.45 Androgynous 
055 4.10 4.95 Undifferentiated 
056 4.25 5.35 Feminine 
057 4.25 5.05 Undifferentiated 
058 4.85 5.60 Undifferentiated 
059 4.55 4.70 Undifferentiated 
060 4.25 5.90 Feminine 
061 4.85 5.40 Androgynous 
062 5.10 5.05 Masculine 
APPENDIX M 
NUMBERS OF PROBLEMS IDENTIFIED BY EACH SUBJECT 
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APPENDIX M 
Scores of Actual, Hypothetical and Total Number of Problems Identified and Numbers 
Designated in Which Nurse is Identified as Initiator of Action to Solve the Problem 
Subject Actual Problems Hypothetical Problems Total Problems 
Number Nurse as 
Initiator 
Number Nurse as 
Initiator 
Number Nurse as 
Initiator 
001 1 0 11 10 12 10 
002 0 0 6 5 6 5 
003 1 0 9 3 10 3 
00 A 2 1 5 1 7 2 
005 6 0 7 1 13 1 
006 4 0 8 1 12 1 
007 2 2 8 2 10 4 
008 1 0 7 1 8 1 
009 1 0 7 0 8 0 
010 3 3 7 5 10 8 
011 3 0 6 2 9 2 
012 3 2 11 8 14 10 
013 8 3 15 5 23 8 
014 4 4 9 8 13 12 
015 4 0 6 0 10 0 
016 4 0 9 1 13 1 
017 2 2 13 5 15 7 
018 2 0 6 1 8 1 
019 2 0 6 1 8 1 
020 0 0 5 0 5 0 
021 4 0 11 3 15 3 
022 5 1 6 4 11 5 
023 5 0 10 5 15 5 
024 5 0 18 9 23 9 
025 2 2 7 7 9 9 
026 4 2 7 5 11 7 
027 4 0 15 11 19 11 
028 2 0 5 0 7 0 
029 6 4 9 4 15 8 
030 0 0 16 10 16 10 
031 4 3 8 5 12 8 
032 4 2 15 8 19 10 
033 0 0 4 2 4 2 
034 3 0 7 3 10 3 
035 1 0 7 0 8 
0 
036 3 0 7 5 10 
5 
1 
037 2 0 6 1 8 
038 2 0 4 1 6 
1 
039 7 1 9 4 16 
5 
040 3 1 8 6 
11 7 
041 2 0 5 0 
7 0 
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Scores of Actual, Hypothetical and Total Number of Problems Identified and Numbers 
Desi qnated in Which Nurse is Identified as Initiator of Action to Solve the Problem 
Subject Actual Problems Hypothetical Problems Total Problems 
Number Nurse as 
Initiator 
Number Nurse as 
Initiator 
Number Nurse as 
Initiator 
042 2 0 4 3 6 3 
043 2 0 3 1 5 1 
044 4 1 7 1 11 2 
045 6 4 9 7 15 11 
046 1 1 5 2 6 3 
047 1 0 8 4 9 4 
048 8 0 14 5 22 5 
049 1 0 5 2 6 2 
050 5 1 6 2 11 3 
051 2 1 5 1 7 2 
052 8 3 9 4 17 7 
053 4 4 12 6 16 10 
054 4 0 13 6 17 6 
055 2 0 8 4 10 4 
056 0 0 5 1 5 1 
057 4 0 8 4 12 4 
058 1 0 7 1 8 1 
059 6 0 6 1 12 1 
060 1 0 15 5 16 5 
061 3 0 4 1 7 1 
062 2 0 5 3 7 3 
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